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Octavo, of 825 pages, with 135 illustrations Ready this month 
This book has undergone such an extensive revision that it was absolutely necessary to reset 
the work from beginning to end. The volume will be found a most valuable one because it 
will enable you to do in your office those very many gynecologic conditions that do not call 
for operative interference. The diagnoses are made clear for you, the treatments are given 
in detail, in many cases including valuable prescriptions. There is a section of seventy- 
five pages on the internal secretions, giving the very latest development in this rapidly 
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By S. W. NEWMAYER, A.B., M. D. 


Formerly Chief of Division of Child Hygiene; Assistant Chief Medical Inspector, Bureau of Health: 
Supervisor of School Medical Inspection, Philadelphia. . 


HE necessity of medical supervision of schools is now universally acknowledged. 4 
The previous edition of this book played no little part in this movement. The work 4 
is based on a personal experience of twenty-four years in this field and upon much q 


intensive study of the highly organized systems and the methods employed in a great 
number of cities and towns. The good features from all have been included, so that this 
text actually represents the best practice of the day in each of the various activities of 
school health supervision. Let us emphasize that no “visionary ideals” are exploited, 
rather that the book deals with those methods which, in actual usage and practice, have 
proven to be the most successful. The book has been rewritten, greatly enlarged and 


contains a wealth of new material. 4q 
Part I. Administration. Part V. Health of Teachers. q 
Part II. School Building and Grounds. Part VI. Mentality. 
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Highly Endorsed and Used Constantly in Daily Practice 
by Progressive Physicians in Every State in the Country 


ENDOCRINOLOGY 
AND 
METABOLISM 


Presented in Their Scientific and Practical Clinical Aspects 
by Ninety-seven Contributors 
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THOREK 


THE HUMAN TESTIS 


By MAX THOREK, M.D., Surgeon-in-Chief, American Hospital, Chicago 
Octavo. 548 pages. 308 illustrations. Cloth, $8.00 


N this book on The Human Testis, its gross anatomy, histology, physiology, path- 
I ology, with particular reference to its endocrinology, aberrations of function and 
correlation to other endocrines, as well as studies in testicular transplantation and 
the effects of the testicular secretions on the organism, you are offered the only com- 
plete work on its subject in any language. 

Many of the conclusions in this volume are the results of painstaking, personal 
observation, and the checking-up of the laboratory and clinical work and research 
have not hitherto been published. All obtainable data contained in the literature have 
been brought down to date. 

One of the main objects of this work is the study of the endocrinology of the testis, 
presenting all facts from the literature and the most recent results of strictly scien- 
tific investigation, with all obtainable proofs so that there should be no difficulty in 
arriving at the exact conclusion of the scientific value of all work accomplished to 
date including the author’s own findings as the result of his investigation and sur- 
gical application of knowledge: gained in sex-gland transplantation with details of his 
technic and the results as shown by microscopical examination and clinical finding. 

In addition there are complete chapters on the etiology, diagnosis and treatment 
of such conditions as tuberculosis and all forms of tumors of the testis; in fact of all 
diseases affecting that organ, as well as the latest methods of surgical and other 
forms of treatment in such conditions as varicocele, hydrocele, vasotomy, anastomosis 
of the vas deferens, plastic defects, injuries, elephantiasis, cryptorchidism, orchi-epi- 
didymitis, funiculitis, deferentitis, etc., etc. 

A complete bibliography is appended. 

Surgeons, urologists, neurologists, the internist, general practitioner and all at all 
interested in any of the phases of endocrinology will be delighted with the scope and 
content of the reliable information in this work and the practicability of its presen- 


tation. 
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In the pursuit of knowledge there are 
many by-ways and detours that “straggle 
off” the main highway, confusing direc- 
tions, creating uncertainties, disturbing the 
line of thought, and retarding the progress 
in reaching the destination of results. 

The advancement of the world’s Medical 
Science crowds one epoch upon another in 
such rapid succession, that the Doctor can 
scarcely longer rely on the usual convention 
to acquaint him with those outstanding ac- 
complishments of the profession in America 
and abroad, so vital to his own personal 
benefit and advancement. There must be 
a more DIRECT way of presenting these 
NEW attitudes WHILE THEY ARE NEW: 
and it is through the MEDICAL INTER- 
PRETER that this seemingly impossible re- 
search service is accomplished. The Medi- 
cal Interpreter is the great authoritative 
“clearing house” of Medical and Surgical 
FACTS, that it broadcasts to the world 
through its superb SERVICE system the 
moment they are confirmed by the actual 
“case records.” 


A SERVICE 


Washington, D. C. 


“If it’s NEW—it’s in the MEDICAL INTERPRETER” 


THE MEDICAL INTERPRETER 


1716 Pennsylvania Avenue, N. W., 
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The World of Medical Science has set such a pace The 
Doctor’s “put in a sweat” to keep in the race! 


This phenomenal research work of the 
executive board of the Medical Interpreter 
keeps you on the “main highway” of knowl- 
edge all the time, speeding you along right 
on the heels of the world’s Medical and 
Surgical advancement as soon as they be- 
come recorded facts. 

Through no other source, nor by any other 
means can you secure this immediate, im- 
pressive and INVALUABLE service. 

On exactly the same principle as the As- 
sociated Press is the world’s greatest news 
gathering institution, the Medical Interpre- 
ter is the world’s greatest medical and 
surgical FACT gathering organization, 
equipped to give the busy Doctor the great- 
est amount of vital information in the short- 
est space of time for the least penny of 
expense. The Medical Interpreter is NOT 
expensive. Compared with its exclusive 
and invaluable aid to the Doctor, its price 
is absolutely negligible. Become com- 
pletely informed now about the Medi- 
cal Interpreter. Sign and mail 
coupon for full particulars. 
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One of the most outstanding medical books 
of recent years—Ready May 20th 


Modern Methods 


of Treatment 


By Logan Clendening, M.D., Assistant 
Professor of Medicine, Lecturer on Thera- 
peutics, Medical Department of the Uni- 
versity of Kansas; Attending Physician 
Kansas City General Hospital; Physician 
to St. Luke’s Hospital; Physician to St. 
Mary’s Hospital. 

With special chapters on special sub- 
jects by H. C. Andersson, J. B. Cowherd, 
M.D.; Carl O. Rickter, M.G.; F. C. Neff, 
M.D.; E. H. Skinner, M.D.; and E. R. De- 
Weese, M.D. 


700 pages, 6% x 9%, with 77 original il- 
lustrations, including halftones, line draw- 
ings and color plates. Price, silk cloth, 
9.00. 


Presents the most modern thought and 
practice upon the treatment 
of disease 


This new book presents modern thera- 
peutics in a comprehensive way. In this 
book the drugs used in internal medicine are 
given adequate consideration, but the chap- 
ter on dietetics is just as long as the chapter 
on drugs. Chapters are devoted to mas- 
sage, hydrotherapy, biologic therapy, duct- 
less gland extracts, radiotherapy, blood 
transfusion, lumbar puncture, etc. 


Special chapters written by experts are 
contributed on infant feeding, anesthetics, 
radiotherapy, massage, and rickets and 
scurvy. Particular attention has been de- 
voted to details of technic. The descrip- 
tion of procedures has purposely been made 
minute and clear so that even a physician 
who has never carried one of them out 
should be able to do so from a study of 
the text. 


&# You will find this new book useful in 
your daily work. 


C. V. MOSBY COMPANY 
508 North Grand Boulevard 
St. Louis U. 8S. A. 


“I kept six honest serving men, 
They taught me all I knew. 
Their names are What and Why and When 
And How and Where and Who.” 
—KIPLING. 


WHAT .. Kansas City Annual Fall 
Clinical Conference Associated with 
the annual meeting of the South- 
west Medical Association and the 
American Child Health Association. 


WHY ...To hear these distin- 
guished guests— 


Honorable Herbert Hoover, Secretary of 
Cemmerce. 

Dr. George E. Vincent, President Rocke- 
feller Foundation. 

Surgeon General Merritte W. Ireland, U. 
S. Army. 

Surgeon General Hugh S. Cumming, U. 
S. Public Health Service. 

Dr. Rudolph Matas, New Orleans. 

Dr. Fred’k N. G. Starr, Toronto, Canada. 

Dr. E. P. Joslin, Boston, Mass. 

Dr. O. H. Perry Pepper, Philadelphia, 


Dr. F. L. Adair, Minneapolis, Minn. 
Dr. Willis C. Campbell, Memphis, Tenn. 
Dr. Wm. O’Neill Sherman, Pittsburgh, 


Dr. Oliver S. Ormsby, Chicago, IIl. 

Dr. Guy LeRoy Hunner, Baltimore, Md. 
Dr. Gordon B. New, Rochester, Minn. 
To attend the Hospital Clinics. 

To attend the Round Table Luncheons. 


To get first hand the last word in Medi- 
cine and Surgery. 


WHEN .... October 13-14-15-16-17- 
18, 1924. 


HOW .. . Commencing now to make 
your plans to attend. 


WHERE .. . Convention Hall, Kan- 
sas City, Missouri. 


WHO ... You. 


KANSAS CITY CLINICAL 
SOCIETY 


631 Rialto Building 
Kansas City, Mo. 


Telephone: 
Harrison 6277 
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VISCOSITY 


is the index of 
lubricating value 


IQUID PETROLATUM SQUIBB is 
recognized as the most satisfactory of 
all intestinal lubricants, owing its supe- 

riority primarily toa high natural viscosity, not 
found in paraffin oils. This heavy Californian 
mineral oil is distinctly different in chemical 
composition from those usually marketed for 
intestinal use. 


The paraffin oils are relatively light and of low vis- 
cosity. Their lubricating value, low at all times, becomes 
particularly objectionable when the temperature is raised 
to that of the interior of the body. 

At the temperature of the bowels they become too & 
thin to effectively function as intestinal lubricants. The 
objectionable leakage so frequently complained of is 
usually due to the low viscosity rather than excessive 
dosage. 

Attempts to increase the viscosity of paraffin oils 
by the addition of extraneous substances such as solid 
paraffin, have been made, but such sophistication has 
been unsuccessful. Sophisticated oils appear viscous, but 
at the temperature of the intestine, invariably lose their 
apparent viscosity. 

Liquid Petrolatum Squibb is a chemically pure and 
heavy naphthene of unusual high viscosity, obtainable 
at the present time only in California. 


When prescribing a mineral oil for internal 


use, specify LIQUID PETROLATUM 
SQUIBB Heavy (Californian). 


E:R: SQUIBB & SONS 


TO THE MEDICAL PROFESSION SINCE 1858 


NEW YORK, 
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We Welcome Your 


Suggestions 


To produce a praise- 
worthy product and to 
broadcast helpful knowl- 
edge as to its proper uses 
is the purpose of the 
manufacturers of self-ris- 
ing flour. 


In all of our educational 
advertising and publicity 
we are doing in behalf 
of self-rising flour we are 
constantly endeavoring 
to be conservative in our 
statements regarding the 
merits of self-rising flour. 
We are earnestly seeking 
to be of service to the 
housewife of the South 
and to bring to her home 
and to her family a health- 


ful, wholesome, labor sav- 
ing food product. 


In doing this we welcome 
the suggestions and criti- 
cisms of the medical pro- 
fession regarding our pro- 
duct. We want all phy- 
sicians to learn first hand 
of its purity, wholesome- 
ness and excellent baking 
qualities. To this end we 
have arranged to supply 
physicians without cost 
a liberal sample of self- 
rising flour for the pur- 
pose of testing and chemi- 
cal examination. Written 
request should be made 
upon your professional 
letterhead. 


SOFT WHEAT MILLERS’ ASSOCIATION, Inc. 
J. B. McLemore, Sery., Independent Life Bldg. 
NASHVILLE, TENN, 


Use SELF-RISING FLOUR—I:’s Healthful—Dependable— Economical 
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Price Reduced One Third | 
ON 


ILETIN 
Effective June 9th 


— 


The Price of Iletin to Physicians was reduted as follows: - 
U-10— 50 Units (10 units per c.c.) from $ .90 to $ .60 g 
U-20—100 Units (20 units per c.c.) from $1.50 to $1.00 : a 
U-40—200 Units (40 units per c.c.) from $2.80 to $1.80 3 


SAVINGS IN COST SHARED WITH CONSUMER 
In January, 1923, when we first began making a charge for Iletin a 
the price was five cents per unit. Since that time the need for 
costly experimental work has diminished. Substantial savings have . 
also been effected by using larger lots of glands and by increasing - 
the yields as a result of improved methods of manufacture. 


These savings have been passed on consistently to our customers . 
in the form of price reductions. With the last reduction,the price of a 
a unit of Iletin (Insulin,Lilly) is only about one fifth the original price. 
In addition, within the period of these reductions, the strength 
of the unit of. Iletin (Insulin, Lilly) has been increased approximately 
40 percent. Taking this into account, Iletin (Insulin, Lilly) now costs 


the consumer only about one seventh as much as originally. | 


These price reductions have been made during a time when © 
Iletin was the only Insulin on the market in the United States. , 

It is our policy to make Iletin (Insulin, Lilly) available to every | . 
diabetic at the lowest price consistent with the highest quality and - i 


a reasonable manufacturer’s profit. 

Wholesale and retail druggists throughout the United States 
carty Iletin (Insulin, Lilly) and it can be obtained easily from your 
customary source of supply. Send for Pamphlets Giving Full Information 


ELI LILLY AND COMPANY 


INDIANAPOLIS, INDIANA, U:S-A: 
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The 
Laboratory of Surgical 


Technique 
OF CHICAGO 


POST-GRADUATE COURSES 
OFFERED: 


1. Two weeks’ course in Surgical 
Technique and Surgical Anatomy; 
combines Clinical Teaching with the 
Practical Work that has been given 
at the Laboratory for the past nine 
years. May be started on any day. 


2. One week review period, consist- 
ing of one-half of the regular course. 
May be started on any day. 


8. One or more periods of IN- 
STRUCTION and PRACTICE is 
available to Surgeons who wish to 
review certain operations. 


4. Courses in Surgical Anatomy. 
Time required and fees depend upon 
regions covered. 


5. Courses in Surgical Specialties. 
Local Anaesthesia, Genito-Urinary 
Surgery and Cystoscopy, Ear, Nose 
and Throat, Blood Transfusion, Sur- 
gery of Head, Neck and Spine, Emer- 
gency Surgery for General Practi- 
tioners, etc. 


Reservations should be made in 
advance as classes are limited. Only 
Graduates in Medicine accepted. 

PERSONAL INSTRUCTION, 
ACTUAL PRACTICE AND EXCEP- 
TIONAL EQUIPMENT. 


(Courses Are Continuous Through- 
out the Year) 


For further information address 


EMMET A. PRINTY, M.D. 
Director 


2040 Lincoln Ave. 
(Near Augustana Hospital) 


SAVE MONEY ON 


YouR X-RAY 


Get our price list and discounts on quantities befere you 

purchase 

HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 

10% TO 25% ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 

X-RAY PLATES. Three brands in stock for quick ship- 
ment. PARAGON Brand for finest work; UNIVERSAL 
Brand, where price is important. 

X-RAY FILMS. Duplitized or Dental—all standard sizes. 
——_ Ilford or X-ograph metal backed. Fast or slow 

ge nny SULPHATE. For stomach work. Finest grade. 

w price. 

COOLIDGE X-RAY TUBES, 5 styles, 10 or 30 milliamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks. 
These will end your dark room troubles. 5 sizes of Enam- 
eled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and samples on request. Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, etc. 

INTENSIFYING SCREENS. Patterson TE, or celluloid 
backed screens. Reduce exposure to 4th or less. Double 
screens for film. All-metal cassettes. 

GLOVES AND APRONS. (New type glove, lower 


iced. 
FILING ENVELOPES with printed X-ray form. (For used 
plates.) Order direct or through your dealer. 

If You Have a Machine Get Your 
Name on our Mailing List. 
GEO. W. BRADY & CO. 
780 So. Western Ave. CHICAGO, Ill. 

736 Perdido St., New Orleans. 


SPECIFY B. B. CULTURE 


During the next few weeks 
B. B. CULTURE will be of especial 
value to the pediatrician and to the 
general practitioner who has to deal 
with the diseases of infancy. 

The value of B. B. CULTURE in 
infant enterocolitis, in difficult feed- 
ing cases and in colic of the breast- 
fed infant, has been repeatedly dem- 
onstrated. This fact is evidenced by 
a steadily increasing summer de- 
mand throughout the south. 


May we number you among our 
friends this summer? 


B. B. CULTURE LABORATORY, INC. 
Yonkers, N. Y. 
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Gilliland Biological Products 


Sold to the Physicians of Alabama at special prices under super- 
vision of the ALABAMA STATE BOARD OF HEALTH 


DIPHTHERIA ANTITOXIN 


1,000 Unit Syringe Pkg............. $ .70 
5,000 Unit Syringe Pkg............. 1.70 
10,000 Unit Syringe Pkg............. 3.00 
20,000 Unit Syringe Pkg............. 5.40 
TETANUS ANTITOXIN 

1,500 Unit Syringe Pkg............. 1.60 
5,000 Unit Syringe Pkg............. 3.75 
10,000 Unit Syringe Pkg............. 6.25 


ANTIMENINGOCOCCIC SERUM 
1 Pkg. 1-15 cc. Vial with Gravity 


Injecting Qutfites:.2: 2:3... 1.80 
1 Pkg. 2-15 cc. Vial with Gravity 
Injecting Outfit, 3.15 


ANTIPNEUMOCOCCIC SERUM 
1 Pkg. 50cc. Vial with Gravity 


injecting 3.75 
ANTISTREPTOCOCCIC SERUM 
1 Pkg. 10ec.. 1.88 
1 Pkg. 20cc. Vial with Press1re 

Injecting 3.00 
1 Pkg. 50ce. Vial with Gravity 

Injecting 4.88 
NORMAL HORSE SERUM 
1-Pkg. 10cc. Syringe.................. 1.13 
1 Pkg. 50cc. Ampul...................... 2.25 


SMALL-POX VACCINE 
(Vaccine Virus) 


2 Vaccinations per Pkg............... .20 
5 Vaccinations per Pkg............... 40 
10 Vaccinations per Pkg............... 


TYPHOID VACCINE and 
TYPHOID-PARATYPHOID 
VACCINE 
1 complete immunization in 
1 complete immunization in 
10 complete immunizations in 
2.75 


BACTERIAL VACCINES 
Acne Vaccine 
Gonococcic Vaccine 
Influenza Vaccine 
Pertussis Vaccine 
Pneumococcic Vaccine 
Staphylococcic Vaccine 
Streptococcic Vaccine 


SCHICK TEST 
Package sufficient for 25 tests... .75 
Package sufficient: for 50 tests.. 1.13 


DIPHTHERIA TOXIN-ANTITOXIN 
MIXTURE (New Formula) 
1 complete immunization in 


1 complete immunization in 

10 complete immunizations in 

30 Ampules . 2.40 


SILVER NITRATE SOLUTION 
1 Pkg. containing 6 Wax Cap- 

sules 1% 
1 Pkg. containing 12 Wax Cap- 


sules 1% Solution.................. 45 


Gilliland Products produced under U. S. Government License No. 63 
Gilliland Products are used and approved by your State Board of Health 
List of Distributing Stations sent upon request 


THE GILLILAND LABORATORIES 


MARIETTA, PENNA. 
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THE PHYSIATRIC INSTITUTE 


MORRISTOWN, N. J. 


Devoted to the treatment and scientific investigation of metabolic disorders, especially diabetes, nephritis, 


hypertension and obesity. 
Diabetes 


The milder cases are stil] treated by diet without insulin. An accurate balanced diet is still necessary in 
the severe cases which receive insulin. Wrong or careless diet methods will give many bad results, which 
should not be blamed upon insulin. Institutional care is often important for study of the cendition, breaking of 
wrong habits and instruction in diet. This Institute specializes in the individualized study and instruction of 


patente, Nephritis and High Blood Pressure 


The benefits of laboratory study and dietary control for nephritis are well recognized. The Institute is 
equipped for administering this standard treatment. The therapy of hypertension, whether pure or associated 
with nephritis, is generally regarded as unsatisfactory. The diet treatment used in this Institute is different from 
the ordinary, and is believed to be more successful. Though early or mild cases are naturally most promising for 
prophylaxis and for complete return to normal, it is possible in the majority of advanced cases to obtain 
marked and long-lasting benefits in the form of reduction of pressure and relief of symptoms. Physicians are 
invited to refer cases to the Institute for proof of this statement. 


Obesity 
_ The Institute offers treatment for any kind or degree of obesity. When the patient is willing to cooperate 
Feasonably in diet, any desired reduction of weight can ordinarily be accomplished without danger and without 
serious privation. This statement applies also to the so-called endocrine types of obesity. 


THE PHYSIATRIC INSTITUTE 
FREDRICK M. ALLEN, Director 


> The Management of an Infant's Diet 


Temporary Diet 


Summer Diarrhea 


Mellin’s Food .. . 4 level tablespoonfuls 
Water (boiled, then cooled) 16 fluidounces 


To be given in small amounts at frequent intervals. 


This mixture supplies the principal fuel utilized in the body for 
the production of heat and energy and furnishes immediately available 
nutrition well suited to protect the proteins of the body, to prevent 
rapid loss of weight, to resist the activity of putrefactive bacteria, and 
to favor a retention of fluids and salts in the body tissues. 


Mellin’s Food Co., 5%" Boston, Mass. 


5 -- 
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—to see our offices 
as others see them 


F TOMORROW you could see your own of- 
fice for the very first time, as with the 
eyes of a stranger, you would notice many 

’ things that you don’t today. 

We are all too close to our work to sense 
our surroundings. We are too near to catch 
the deficiencies. 

But your patients are not. They have fresh 
vision. They are keenly observant. They 
make mental note of what you have and 


haven’t. They even go home and tell their 
friends. 


A good sterilizer pays in its convenience 
to you, and its impression on your patients. 
Ask for a catalog of the 1316-A illustrated. 


CASTLE 


Complete line of Physicians’, Dental and Hospital Sterilizers 


WILMOT CASTLE COMPANY, “Every patient looks for 
1182 University Avenue Rochester, N. Y. your sterilizer.” 


RADIUM RENTAL SERVICE 


Radium loaned to physicians at moderate rental 
fees, or patients may be referred to us for treatment 
if preferred. 

Careful consideration will be given inquiries con- 
cerning casesin which the useof Radium isindicated. 


BOARD OF DIRECTORS 


William L. Baum, M. D. Wn. L. Brown, M. D. Frederick Menge, M. D. 
Louis E. Schmidt, M. D. Thomas J. Watkins, M. D. 


The Physicians Radium Association 
1105 Tower Building, 6 N. Michigan Ave. 


Telephones: Randolph 6897-6898 — William L. Brown, Managing Director 
CHICAGO, ILL. 
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STUART HOSPITAL, Richmond, Va. 


STAFF 
General Surgery: Obstetrics : Internal Medicine: Ophthalmology, Oto-Laryngology : 
Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. pre pe M.D. Clifton M. Miller, M.D. : 
Charles R. Robins, M.D. Ben H. Gray, M.D. Manfred Call, M R. H. Wright, M.D. 


With consulting offices for the staff, laboratories, surgica] and achat operating rooms, equipment for the 
treatment of medical cases and a training school for nurses, the STUART CIRCLE HOSPITAL is a modern 


standardized hospital for private patients. 
CHARLOTTE PFEIFFER, R. N., Superintendent. 


The Thompson Sanatori 
’ Fer the treatment and education of tubercu- 
e lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than San An- 
tonio. Mild winters, cool breezy summers. Hos- 
M pital Building and Hollow Tile Cottages with 
modern conveniences. Beautiful mountain 


scenery. Prices moderate. Trained nurses. 


SAM E. THOMPSON, M.D. 


FOR THE TREATMENT Superintendent and Medical Director 


H. Y. SWAYZE, M.D. 


OF TUBERCULOSIS Associate Medical Director 


KERRVILLE, TEXAS 


MODERATE RATES 


WATAUGA SANITARIUM 


Personal Attention of Ridgetop, Tenn. 
¢ DR. W. C. FARMER, Cottage sanitarium for the treat- 
Medical Director, ment of tuberculosis. 
402 Gibbs Building, elevation 1000 feet. 
San Antonio, Texas. Illustrated booklet on application. 


DR. W. S. RUDE, Medical Director 


Vol. XVII No. 7 SOUTHERN MEDICAL JOURNAL 13 


McGUIRE 
CLINIC 


ST. LUKE’S HOSPITAL 


Richmond, Va. 


Staff 

Stuart McGuire, General Surgery A and Radium Therapy 
W. Lownpes Pepue, M.D.........Surgery and Gynecology RAY, M.D...... ..-Roentgenology 
R. C. Frave, M.D....................... Surgery and Urology L. Tass, M.D -Roentgenology 
Bavenizy F. M.D W. Ophthalmology, 

+. GRAHAM, M.D. Orthop Surgery Jjoun B. D.D ..Dental Surgery 
GARNETT NELSON, M.D........................Internal Medicine Guy R. HARRISON, bon ....Oral Surgery 
Hunter H. McGuire, M D................. Internal Medicine ViRGINIUS HARRISON, Obstetrics 
G. H. WINFREY, Business Manager 1000 West Grace Street 


Mount Regis Sanatorium 
S ALEM 4 (Incorporated) VIRGINI A 


Twixt the Alleghany and Blue Ridge Mountains of Virginia 
A modern, thoroughly equipped, private institution for the treatment of early and moderately advanced tuberculosis. 
Complete Laboratory Equipment, X-ray, Alpine Sun Lamp, Artificial Pneumothorax. Physicians in constant 
attendance. Training School for Nurses with affiliation with general hospital. 
EVERETT E. WATSON, M.D., Physician in Charge. E. W. PAGE, Business Manager. q 


ALBERT E. HOLMES, M.D., Associate Physician. 
F. M. Nunnally, R. N., Supt. of Nurses. Descriptive booklet on request. 


| 
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Curran Pope, M. D. 


THE POPE SANATORIUM 


LOUISVILLE, KY. 
A hospital devoted strictly to the scientific investigation, diagnosis and treatment of 
DISEASES OF THE NERVOUS SYSTEM AND INTERNAL MEDICINE 


Is equipped for diagnosis by all known and approved methods. Modern clinical laboratories for 
the examination and study of the blood, blood serum, blood chemistry, the gastric juice, biliary secre- 
tion by gall bladder drainage, feces, sputum, urine, ‘body metabolism, spinal fluid and X-ray. 

Complete physiotherapeutic outfit. Hydrotherapy, in all its forms; manual and mechanical massage; 
static, galvanic, faradic, sinusoidal, high frequency electricity and diathermy; high powered incan- 
descent, air and water cooled actinic lights; X-ray. Also all recognized dietetic, medicinal, seral, vac- 
cine, protein and other therapies. 

Sanitary plumbing, low pressure noiseless steam heat, electric light, electric fans, hot and cold 
running water in every room and all modern conveniences. Resident physician. Night nursing service. 

Offers superior advantages for the treatment of functional and organic nervous diseases, diseases of 
the heart, stomach, intestines and colon; non-surgical pelvic diseases, chronic cases and general in- 
validism. 

This hospital is conducted in a manner that will meet the approval of physicians having a clientele 
of the better class. It does not receive alcoholic, morphine, drug addictions, tubercular or contagious 
diseases. Is not registered and does not take insane cases or any case requiring restraint. 

Physicians are urged to feel free to write for any information, addressing the physician-in-chief. 
This hospital maintains its own truck farm, dairy and poultry yards. 


Booklet on request. 


THE POPE SANATORIUM 


(Incorporated) 
115 West Chestnut Street Established 1890 Louisville, Ky. 


POTTENGER SANATORIUM, Monrovia, California 


For Diseases of the Lungs and Throat 
F. M. Pottenger, A.M., M.D., LL.D., J. E. Pottenger, A.B.,M.D., Asst. Med. 
Med. Director. Director and Chief of Laboratory. 


Situated on the Southern slope of the Sierra Madre Mountains at an elevation of 1,000 feet. 
Winters delightful; summers cool and pleasant. Thoroughly equipped for the scientific 
treatment of tuberculosis. We have established, in connection with the Sanatorium, a clinic 
for the diagnosis and study of such non-tuberculous diseases as asthma, lung abscess and 


bronchiectasis. 


Address POTTENGER SANATORIUM, Monrovia, California, for Particulars. 
Los Angeles Office: 1045-7 Title Insuranee Building, 5th and Spring Streets. 


ALBUQUERQUE SANATORIUM 


Located in the heart of the great Southwest, the Land of Sunshine. Average annual rain- 
fall 7 inches. Altitude moderate. Albuquerque is the largest city in New Mexico and is 
served by the main line of the Santa Fe. : 

The open-air hygienic treatment of Tuberculosis is supplemented by artificial Pneumo- 
thorax and X-Ray Therapy under the direction of a staff of 5 physicians specially trained 
in Internal Medicine. Special facilities for Sun Baths. 

Private sleeping-porches, baths, bungalows and modern fire-proof buildings. 


On request information will be given concerning accommodations available. 


W. A. GEKLER, M. D., Medical Director 
A. L. Hart, M. D. H. P. Rankin, M. D. B. J. Weigel, M. D. 


| 
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AMBLER HEIGHTS SANITARIUM 
ASHEVILLE, N. C. 


Conducted for Incipient and Moderately Advanced T. B. Cases 


Rated by the Asheville Board of Health—Equipment 100—Methods 100— 
Score 100— 


The highest rate and score given any sanitarium in or about Asheville. 
For booklet and information, address 


DRS. AMBLER AND AMBLER, 
Box 1080. 


THE HENDRICKS - LA 
SANATORIUM 


El Paso, Texas 


MISS QUINN’S NURSING HOME 


Chas. M. Hendricks, James W. Laws 
Medical Directors 


REST AND PRECISION IN DIET A modern and thoroughly equipped pri- 


vate institution for the treatment of all 
forms located an ideal 
- point, where atmospheric conditions ap- 
960 South 20th St. proach perfection in the treatment of such 
BIRMINGHAM, ALA. disorders. For full information, address 
G. R. Daniels, Business Manager. 
In connection with offices of Dr. James S. McLester. Altitude 4,000 feet. Percentage of Humidity .40. 
335 Sunny Days. Average Rainfall 9.12 inches. 


q 
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THE CHESTON KING SANITARIUM, Inc. 


For Treatment DR: J. 
of CHESTON KING 
LIGHT MENTAL 
DISEASES 


NERVOUS DISEASES 
AND GENERAL 
INVALIDISM 


DR. W. A. GARDNER 
Proprietors and 


Medical Directors 


At Stone Mountain, Ga., 16 Miles from Atlanta 


Address all communications to 204-205 Peachtree Bidg., Atlanta, Ga., or Stone Mountain, Ga. 
Phones City Office, Ivy 2737; 32 Stone Mountain, Ga. 


TO THE DOCTORS: 


After having owned and operated the Howell Park Sanitarium in Atlanta for several years I built 
the Cheston King Sanitarium on Peachtree Road, and during the crisis of the War the Government 
bought it from me. : 

Now I have just completed a Sanitarium that the profession can feel proud of. 

Every room in this beautiful institution silently preaches the Gospel of Sunshine, impress you 
with the tender care of Home—and sways your thoughts with the beauties and wonders of nature. 
As you view Stone Mountain, the largest Granite Mountain in the World—not excepting the Rock of 
Gibraltar, you have gazed upon one of the Wonders of the World. We have endeavored to make this 
Sanitarium, from the standpoint of location, equipment, cuisine, refined nurses, second to no institu- 
tion in our country. : 

For any further information address Dr. J. Cheston King, 204-5 Peachtree Bldg., Atlanta, Ga., or 
Dr. W. A, Gardner, care The Cheston King Sanitarium, Stone Mountain, Ga. 


Glenwood Park Sanitarium, 


SUCCEEDING TELFAIR SANITARIUM 


The Glenwood Park Sanitarium is ideally located in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

LASS OF PATIENTS—Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
rt and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it in- 
valuable in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, 
and those nervous affections due to uterine or ovarian disorders. j 

For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 


: 
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CITY VIEW SANITARIUM 


(Established 1907) 


For MENTAL and NERVOUS DISEASES and ADDICTIONS 


Moved to its new location July 1, 1922. 
An entirely new plant has been erected. 


Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty acre tract, and surrounded by large grove 
and attractive lawns. Two resident physicians. Training school for nurses. 


References: The medical profession of Nashville. 
JOHN W. STEVENS, M. D., Physician-in-charge. 


NASHVILLE TENNESSEE 4 
On Murfreesboro Pike, one-half mile east of old locatien. 


Dr. Brawner’s Sanitarium 
ATLANTA, GEORGIA 


For the Treatment of Nervous and Mental Diseases, 
General Invalidism and Drug Addictions. Separate ’ 
Department for the Custodial Care of Chronic Cases. 
The Sanitarium is located on the Marietta Car Line, 
10 miles from the center of the City, near a beautiful 
suburb, Smyrna, Ga. Grounds comprise 80 acres. 
Buildings are steam heated, electrically lighted, and 
many rooms have private baths. 


Rates 

Acute cases $35.00 to $55.00 per week. 

— cases for custodial care $20.00 to $35.00 per 

week, ; 

Reference: The Medical Profession of Atlanta. 
DR. JAS. N. BRAWNER, Medical Director 
DR. ALBERT F. BRAWNER, Res. Physician 

City Office 
702 Grant Bldg. ATLANTA, GA, 


ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and 
Selected Cases of Menta! Dis- 
eases 
(Incorporated under laws of 

Texas) 
WILMER L. ALLISON, M. D. 
Resident Physician 
BRUCE ALLISON, M. D. 
Resident Physician 
R. H. NEEDHAM, M. 
Resident Physician 
JAS. D. BOZEMAN, M. D. 
Resident Physician 


| 
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VON ORMY COTTAGE SANATORIUM Fer of Taber 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 
erate rates. For Booklet and other information please address the Manager. 


WALTER R. WALLACE, M.D. W. G. SOMERVILLE, M.D. 
SUPERINTENDENT VISITING CONSULTANT 


THE WALLACE SANITARIUM 


MEMPHIS, TENN. 


(SUCCEEDING THE WALLACE-S@MERVILLE SANITARIUM) 
FOR THE TREATMENT OF 
DRUG ADDICTIONS, ALCOHOLISM, 
MENTAL AND NERVOUS DISEASES 
LOCATED IN THE EASTERN SUBURBS OF THE CITY 


SIXTEEN ACRES OF BEAUTIFUL GROUNDS 
ALL EQUIPMENT FOR CARE OF PATIENTS ADMITTED 


W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 
& ¢ 
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Diseases. 


CHESTNUT LODGE 


ROCKVILLE, MARYLAND 


Near Washington, D. C. Baltimore & Ohio Railroad and Electric Line from 
Washington 

This sanitarium under experienced management offers superior advantages for the 

treatment of patients suffering from Nervous and mild Mental Diseases, and for elderly 

persons needing skilled care and nursing; combining the equipment of a modern Psychopathie 

Hospital with the appointments of a refined home. The Hydrotherapy Department is com- 

plete in every detail, including the Nauheim Baths for Arteriosclerosis, Heart and Kidney 


DR. E. L. BULLARD, Physician-in-Charge 
DR. DEXTER M. BULLARD, Assistant Physician 


THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 
Established in 1888 by Dr. Karl von Ruck 
ASHEVILLE, N. C. 


Medical Staff: Dr. R. E. Flack, Dr. Edw. W. Schoenheit, Dr. Louis Dienes. 


A modern and completely 
equipped institution for the 
treatment of tuberculosis. High- 
class accommodations. Strictly 
scientific methods. For particu- 
lars and rates write to 


WM. A. SCHOENHEIT, 
Eusiness Manécer. 
(Please Mention this Journal) 


GUELPH, 

Homewood ONTARIO 

A private neuropsychiatric hospital with special 

facilities for the study of early cases to establish 

diagnosis and determine prophylactic a treatment 
indications. 


Seventy-five acres of woods and lawns with ample 
= fer out and indoor employments and diver- 

ions. 

Guelph, reputed as one of the healthiest cities of 
Canada, is conveniently accessible from Toronto, 
Montreal, Buffalo and Detroit. 


Address 
DR. C. B. FARRAR, 
Medical Superintendent 


Guelph Ontario Canada 


Florida Sanitarium and Hospital 
Orlando, Florida 


One of the forty like institutions conducted 
by Seventh-day Adventists. Service scien- 
tific and efficient. Equipment modern. Lo- 
cation ideal—overlooking beautiful lake. 
Climate delightful, cool in summer, warm 
in winter. 

Tuberculous and _ contagious diseases 
barred. Battle Creek methods. Laboratory 
facilities efficient. X-Ray, actinic ray, elec- 
tricity in its various forms, hydrotherapy 
and massage. Rates moderate. For infor- 
mation and booklet write 


DR. L. L. ANDREWS, 
Medical Superintendent. 
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Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
OF AN ADDITION TO THE INSTITUTION OF TWO BRICK BUILD- 
INGS—ONE FOR MEN AND ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 
embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 
walks and drives, and the institution affords the quietness and serenity of the country 


within sight of the city. 
Rooms may be had single or ensuite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 

Treatment is limited to Nervous Disorders, Mild Mental affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 

Life in the out-of-doors, combined with properly selected work for each patient, constitutes an 
important therapeutic measure. 

The three physicians live at the Sanatorium and devote their entire attention to the patients. 


BOOKLET UPON REQUEST 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addictions 
and Nervous Invalids Needing Rest and Recuperation. 


Established 1903. Strictly ethical. Location delightful summer and win- 
ter. Approved diagnostic and therapeutic methods. Modern clinical lab- 
oratory. Seven buildings, each with separate lawns, each featuring a 
small separate sanitarium, affording wholesome restfulness and recrea- 
tion, in doors and out doors, tactful nursing and homelike comforts. Bath 
rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful 
park, Government Post greunds and Country Club. 


T. L. Moody, M.D., Supt. and Res. Physician. 
J. A. McIntosh, Res. Physician. 
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LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural parx comprising 28 acres of beautiful woodland and orna- 
mental shrubbery. Modern and approved methods in construction and equipment. Sanitary plumbing, 
low-pressure steam heat, electric light, fire protection and an abundance of pure water. The elegance 
and comforts of a well appointed home. Rooms single or en suite with private bath. Facilities for 
giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced nurses 
and house Physician. An improved treatment for Opium-Morphin Addiction. 

S. T. RUCKER, M. D., Director Medical Department. 


Memphis, Tenn. Bell Telephone Connections 


KENILWORTH SANITARIUM 


(Established 1905) 
KENILWORTH, ILLINOIS 3 
Cc. & N. W. Railway, 6 miles North of Chicago 
Built and equipped for the treatment of nervous 
and mental diseases. Approved diagnostic and 
therapeutic methods. An adequate night nursing 
service maintained. Sound-proofed rooms with 
forced ventilation. Elegant appointments. Bath 
rooms en suite, steam heating, electric elevator, 
electric lighting. 
Resident Medical Staff: 
SHERMAN BROWN, M. D. 
MABLE HOILAND, M. D. 
SANGER BROWN, M. D. 
Consultation by appointment only 


All correspondence should be addressed to 
Kenilworth Sanitarium, Kenilworth, Il. 


HOLY CROSS SANATORIUM FOR TUBERCULOSIS 


DEMING, NEW MEXiCO 


ae gama equipped Sanatorium for the Scientific Treatment of all forms of Tuberculosis and Diseases | 
of the est. 
Moderate climatic conditions and an altitude of 4330 feet make it ideal for the tuberculosis patient. 
Individual rooms (with or without private bath). Private sleeping porches of the most approved design. 
Garden, dairy and poultry yard in connection with the institution. 
Direction of Sisters and Physicians especially trained in the care of tuberculosis. 
Rates, $25 to $50 a week, include room, board, general nursing and medical care. Wards $14 to $20. 
For further information address 
SISTER SUPERIOR or W. H. CRYER, M. D., Medical Director. 
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The Cincinnati Sanitarium 
Inc. 1873 

For Mental and Nervous Diseases. 
A strictly modern hospital fully 
equipped for the scientific treat- 
ment of nervous and mental affec- 
tions. Situation retired and acces- 
sible. For details write for descrip- 
tive pamphlet. 


F. W. Langdon, M.D., 
Robert Ingram, M.D., 
Visiting Consultants 


H. P. Business Manager 
Box No. 4, College Hil! 
CINCINNATI, OHIO Medical Director’ 


“REST COTTAGE?” College Hill, Cinclanet, Ohio 


For purely 
nervous cases, 
nutritional er- 
rors and con- 
valescents, 


= m pletely 
equipped for hy- 
drothera 
massages, etc. 


Cuisine to 
meet individual 
needs. 


F. W. Langdon, 
Robert Ingram, 


Visiting 
Consultants. 


D. A. Johnston, 
M.D., Medical 
Director. 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincin- 
nati, Ohio. 
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Yarbrough’s Dietetic Sanatorium 
21 South Jackson St. 
MONTGOMERY, ALABAMA 


CHRONIC DISEASES ONLY 
Chronic Dysentery Chronic Diarrhoea Nervous Indigestion Gastric Uleer 
“Bright’s Disease” High Blood Pressure Chronic Rheumatism 
Hay Fever Sufferers Specially Desired 
Pellagrins in Separate Building. No Infectious Cases Accepted. 
Adequate Night Nursing Staff Maintained. Rate Reasonable. 
Highest Elevation in the City, Above Noise of Traffic. Two Blocks East of Capitol. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all- 
the-year-round health resorts of the world, where climate, air, water and scenery 
are unsurpassed. Five separate buildings, thoroughly modern, afford ample 
facilities for the classification and separation of patients. 


Treatment is limited to Nervous and Mental Diseases, Selected Cases of 
Alcoholic and Drug Habituation. 


Hydro-therapy, Electro-therapy, Occupational-therapy and Massage exten- 


sively used. The two physicians in charge reside in the Institution and devote 
their entire time to the care and treatment of the patients. 
For information and booklet write Drs. Griffin and Griffin. 
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X-RAY AND CLINICAL 
LABORATORIES 


Radium. and Deep 
X-Ray Theraphy 
Dermatology 


DRS. 
MARCHBANKS & CROWELL 


527-535 Volunteer Bldg., 
CHATTANOOGA, TENNESSEE 


THE TORBETT SANATORIUM AND 
DIAGNOSTIC CLINICS 


With The Majestic 
Hotel and Bath 


Three thoroughly modern institutions under the same 
roof. All recognized methods of physio-therapy, die- 
tetics, x-ray, and laboratory are utilized. A graduate 
experienced physician in charge of each department, 
aided by trained nurses and assistants. Water simi- 
lar in composition and properties to the famous 
Carlsbad. We also have a chartered Nurses’ Train- 
ing School emphasizing Physiotherapy. 
Staff. 
J. W. Torbett, B.S., M.D., Supt., Diagnosis and In- 
ternal Medicine. 
O. Torbett, Ph.G., M.D., Asst. Supt., Diagnosis and 
Internal Medicine. 
Edgar P. Hutchings, M.D., Eye, Ear, Nose and Throat. 
J. B. White, Ph.C., M.D., Urology and Syphilology. 
F. A. = M.D., Roentgenology and Gastro-Enter- 
ology. 
Howard Smith, M.D., Physician and Surgeon. 
Emma Beck, M.D., Pathology. 
S. P. Rice, M.D., Obstetrics and General Practice. 
L. P. Robertson, D.D.S. 
H. H. Robertson, D.D.S. 
Miss Sara Kirvin, R.N., Supt. of Nurses. 
Miss Mary Valigura, Supt. Surgical Dept. and Physio- 
therapy. 
For further information write for folder to 


TORBETT SANATORIUM, MARLIN, TEXAS. 


Hospital For General Diagnosis 
and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 

. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism — its relation to 
Ai. A Aiti is ph izec 


The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after a diagnosis is made. 
Only at the request of the patient’s physician will 
any case be kept in the Hospital beyond the neces- 
sary period of observation. 


A complete staff of skilled specialists in co-opera- 
tion. 


For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 


“Norway” Hospital for General Diagnosis 
and Nervous Diseases. 


BIRMINGHAM GENERAL HOSPIT 


Fifth Avenue and Twenty-fourth Street 
Birmingham, Ala. 


Dr. W. C. Gewin, Chief Surgeon 
Dr. L. J. Johns, Associate Surgeon 


A thoroughly modern and up-to-date hos- 
pital, newly furnished and equipped 
throughout. 

Radium for treatment of malignant and 
benign conditions. 

Training School for Nurses—Mrs. Kate 
M. Ward, Supt. 

Long distance telephone Main 3448 and 
Main 3449. 

2400 Fifth Avenue, Birmingham, Alabama 
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THE SEALE HARRIS MEDICAL CLINIC 


For the Diagnosis and Treatment of Diseases of the Stomach, Intes- 
tines, Liver and Pancreas; Diabetes and Other Metabolic Disorders. 


A distinctive feature is the ef- 
fort to teach personal hygiene, 
particularly the diet, suited to 
the needs of each individual 
patient. 


DR. SEALE HARRIS, 
Director 


DR. J. P. CHAPMAN, 
Associate Director 


DR. W. S. GEDDES, 
Director Clinical Laboratories 


Dietetic Infirmary, Highland Ave. and Sycamore St. Offices and Laboratories 
Dietetic Infirmary Annex, Highland Ave. and 27th St. 804-810 Empire Bldg. 
BIRMINGHAM, ALABAMA. 


TUCKER SANATORIUM, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of Drs. Beverley 
R. Tucker and R. Finley Gayle 


The Tucker Sanatorium is for the treatment of nervous diseases. Insane and acute 
alcoholic cases are not taken. The Sanatorium is large and bright, surrounded by a lawn 
and shady walks and large verandas. It is situated in the best part of Richmond and is 
thoroughly and modernly equipped. There are departments for massage, medicinal exer- 
cises, hydrotherapy, occupation and electricity. The nurses are especially trained in the 
care of nervous cases. 


SAINT ALBANS ™ 


RADFORD, VA. 


MEDICAL STAFF: 
J. C. King, M.D. 
John J. Giesen, M.D. 


A modern, ethical Institution, fully 
equipped for the diagnosis, care and treat- 
ment of medical, neurological, mild mental 
and addiction cases. Ideal location, 2000 
feet above sea level. Rates reasonable. 
Railway facilities excellent. Write for 
full details. 
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SANITARIUM 


For the Care and Treatment of 


NERVOUS DISEASES 
Building Absolutely Fireproof 


MARTIN 
CLINIC 


_ Dugan-Stuart Bldg. 
HOT SPRINGS, ARK. AE 


DR. E. A. PURDUM Private Maternity Hospital 

Chief of Staff For the care and protection of unfortunate young 
DR. Ww. G. KLUGH women. Adoption of babies arranged. Ethical super- 
DR. W. F. PORTER ; 1230 Second Avenue South 


DR. P. Z. BROWNE NASHVILLE, TENN. 
DR. C. W. JENNINGS 
W. J. FORD 
Roentgenology 
W. ABEL 
Clinical Pathology 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohel and Drug Addictions 
FOR MEN AND WOMEN 


96 Acre Lawn and Forest, Buildings Modern and 
First Class in all Appointments. Thoroughly 
uipped. Of Easy Miles 
rom Cincinnati, on C.H.&D.R.R. 
10 Trains Daily. 


THE PINES 
An Annex for Nervous Women 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 


26 
: - BYRON M. CAPLES, M_LD., Supt 
Waukesha, - - Wisconsin 
| 
on 
HE 
Wee 
: 


Jt 


Vol. XVII No. 7 


SOUTHERN MEDICAL JOURNAL 


Medical Collen of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 
STUART McGUIRE, M.D., Dean 
New college building, completely equipped and 
modern laboratories. Extensive Dispensary service; 
Hospital facilities furnish 400 clinical beds; indi- 


vidual instruction; experienced faculty; practical 
eurriculum. For catalogue or information address 


J. P. McCAULEY, Secretary 
1140 E. Clay Street Richmond, Virginia 


The Ella Oliver Refuge 


A refined Christian home for the care and 
protection of unfortunate girls during pregnancy 
and confinement. 


Under the auspices of the Women’s and Young 
Women’s Christian Asscciations of this city. 


Adoption of babies arranged for when desired. 


Patients may have house physician or any 
other ethical physician. 


Charges very reasonable. 

Strictest privacy is maintained. 

For folder and further information, address 
ELLA OLIVER REFUGE, 


903 Walker Ave., 
Memphis, Tenn. 


Phone—Wainut 639 


DR. HAIRSTON’S 
HOSPITAL 


Meridian, Miss. 


A standard hospital 
including radium and 
X-ray therapy. 


DR. S. H. HAIRSTON 


Surgeon in Charge. 


RADIUM THERAPY 


in connection with 


NEWELL & NEWELL 
Sanitarium 


_ An ample supply of Radium for the treat- 
ment of all conditions in which Radium is 
indicated. 


SANITARIUM STAFF 


E. T. Newell, M.D. 
E. D. Newell, M.D. 
J. Marsh Frere, M.D. 
E. R. Campbell, M.D. 
J. J. Armstrong M.D. 
E. N. Haller, M.D. 


RADIUM AND X-RAY 
LABORATORY 


in Connection With 


DRS. GAMBLE BROS., 
MONTGOMERY & CO. 


Greenville, Miss. 


A thoroughly equipped X-Ray 
Laboratory and an ample supply of 
Radium for the treatment of all con-. 


ditions in which Radium is indicated. 


Address all communications to 
DR. ROBT. C. FINLAY, Director, 


Greenville, Miss. 
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SAINT LOUIS CLINICS 


This organization makes available to visiting physicians the vast clin- 
ical opportunities of St. Louis. All the specialties of medicine are repre- 
sented. A bulletin is issued daily, listing all important clinics. It is fur- 
nished free of charge to visiting physicians. Special courses are arranged 
from time to time. For further information address, 


SAINT LOUIS CLINICS 3525 Pine Street, St. Louis, Mo. 


The Southern Radium Clinic, Inc. 


CUSACH BUILDING 
NEW ORLEANS, LOUISIANA 


STAFF 
DR. ROBERT BERNHARD DR. HENRY LEIDENHEIMER 
DR. F. TEMPLE BROWN DR. THOMAS B. SELLERS 
DR. P. J. CARTER DR. PAUL T. TALBOT 
DR. A. CAIRE DR. W. A. REED 
DR. F. R. GOMILLA DR. RALPH HOPKINS 
DR. ARTHUR L. WHITMIRE DR. J. P. O°7KELLEY 
ADDRESS COMMUNICATIONS TO Dr. Ansel M. Caine, Secretary 


WASHINGTON RADIUM AND X-RAY LABORATORY 


1610 20TH STREET NORTHWEST 


WASHINGTON, D. C. 
Phone North 6687-3457 


C. AUGUSTUS SIMPSON, M.D. CLAUDE C. CAYLOR, M.D. 
DERMATOLOGY FLUOROSCOPY 
RADIUM AND X-RAY RADIOGRAPHY AND 

THERAPY DEEP X-RAY THERAPY 


Radium in sufficient quantity to treat any form of malignancy at our disposal. Massive X-ray Therapy. 
Fulguration. Kromayer and Alpine lamps in skin lesions. Basal metabolism in thyroid lesions. 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, 
Biology and Physics, in addition to an approved four year high school course. 

Facilities for Teaching—Abundant laboratory space and equipment. Two large general hos- 
pitals absolutely controlled by the faculty and several hospitals devoted to specialties, in which 
clinical teaching is done. 

The next regular session will open October 1, 1924. 

For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 

Baltimore, Md. 
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UNIVERSITY OF LOUISVILLE 


SCHOOL OF MEDICINE 


Eighty-seventh Annual Session will 
begin September 8, 1924. Entrance re- 
quirements those of standard Class A 
schools. Six or seven year combination 
courses recommended, both given in con- 
junction with the College of Arts and 
Sciences, University of Louisville. 


The four hundred bed, new, charity 
City Hospital is affiliated with the 
School of Medicine. There more than half 
the teaching is done. Modern laborato- 
ries maintained by the University. Paid 
teachers form the nucleus of the staff 
for twelve months of the year. 


New edition of the current catalog 
gives full information. Early application 
urged, as classes are limited to seventy- 
five, sixty-four, sixty and sixty. For 
further information, address the Dean, 


101 W. Chestnut Street, 
Louisville, Ky. 
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St. Elizabeth’s Hospital 
RICHMOND, VA. 


Staff 


J. Shelton Horsley, M.D., 

Surgery and Gynecology 
J. S. Horsley, Jr., M.D., 

Surgery and Gynecology 
Wm. H. Higgins, M.D., Internal Medicine 
O. O. Ashworth, M.D., Internal Medicine 
Austin I. Dodson, M.D., Urology 
Fred M. Hodges, M.D., Roentgenology 
Helen Lorraine, Medical Illustration 
Thos. W. Wood, D.D.S., Dental Surgery 


Administration 
N. E. Pate General Manager 


SCHOOL FOR NURSES 


Applications are now being received 
for the fall class. All applicants 
must be graduates of a high school or 
must have equivalent education. 


Address 


ROSE ZIMMERN VAN VORT, R. N., 
Superintendent of Hospital and 
Principal of Training School. 


POST GRADUATE HOSPITAL 
and 
MEDICAL SCHOOL 


has given Special Post Graduate 
Training to 


PHYSICIANS and SURGEONS 
for over THIRTY YEARS 


GENERAL COURSE 
for the 

GENERAL PRACTITIONER 
with 

INTENSIVE SPECIAL COURSES 


AS FOLLOWS: 


Physical Diagnosis 

Children’s Diseases 
Gynecological Pathology 
Gynecological Diagnosis 

Eye, Ear, Nose and Throat 
Cystoscopy and Endoscopy 
Dermatology and Syphilology 
Stomach and Rectal Diseases 
Externe Surgical Assistantship 
Resident Surgical Assistantship 
Operative Surgery on Cadaver and Dog 


GRADED COURSES IN EYE, EAR, 
NOSE AND THROAT 


Laboratory and X-Ray Training for 
Physicians and Technicians 


For Further Information Address 


POST GRADUATE HOSPITAL 
MEDICAL SCHOOL 


2400 South Dearborn St. Chicago, Illinois. 


| 


SOUTHERN MEDICAL JOURNAL 


July 1924 


EMORY UNIVERSITY SCHOOL OF MEDICINE 
(Atlanta Medical College) 
Seventieth Annual Session Begins September 24, 1924 


ADMISSION: Four years of work in an accredited high school and two years of college 
credits in Physics, Biology, Chemistry, English, and modern foreign language. The 
premedical course may be taken in the College of Liberal Arts at Emory University, 
Georgia, or in any acceptable college or university. 


COMBINATION: A student presenting credits for three years of premedical work 
from the College of Liberal Arts of Emory University can, upon the completion of his 
freshman year in medicine with an average grade of “B,” obtain the degree of Bachelor 
of Science, gaining his M.D. degree at the close of his senior year in medicine. 


INSTRUCTION: Thorough laboratory training and systematic clinical teaching are 
special features of this institution. The faculty is composed of 112 professors and 
instructors, fourteen of whom are full-time salaried men. 


EQUIPMENT: Five large new modern buildings devoted exclusively to the teaching 
of medicine. Well equipped laboratories, and reference library. 


HOSPITAL FACILITIES: The negro division of the Grady (municipal) Hospital, with 
a capacity of 230 beds, is in charge of the faculty for the entire year. The new Wesley 
Memorial Hospital on the University Campus, erected at a cost of approximately 
$1,500,000 and accommodating 200 ward and teaching patients and 100 private patients, 


is now in operation. It is also under the complete control of the faculty. The J. J. 
- Gray out-patient department, averaging 4000 visits per month, affords excellent facili- 


ties for clinical instruction. 


RATING: This school has a Class A rating, and is a member of the Association of 


American Medical Colleges. 


Catalogues and application blanks may be obtained by applying to Wm. S. 
Elkin, M.D., Dean, 98 North Butler Street, Atlanta, Georgia. 


The Jefferson Medical College of 
Philadelphi 


ONE HUNDREDTH ANNUAL SESSION BEGINS 


SEPTEMBER 23, 1924, AND ENDS JUNE 5, 1925 


FOUNDED 1825. A Chartered University since 1838. 


One of the oldest and most successful medical 
schools in America. Graduates number 14,3838, 
and about 6,000 of whom are active in medical 
work in every State, and many foreign countries. 


FACILITIES: Well equipped laboratories; separate 


Anatomical Institute; teaching museums; free 
libraries; unusual and superior clinical oppor- 
tunities in the Jefferson Hospital, Jefferson Ma- 
ternity, and Department for Diseases of the 
Chest. 

A sixteen-story addition to the Jefferson Hos- 
pital costing more than two million dollars to 
build and equip, containing the New Clinical 
Amphitheatre, the Maternity Department and the 
new Clinical Laboratories will be completed and 


ready for occupancy prior to the opening of the ° 


session. 

These buildings are all owned and controlled by 
the College. Instruction privileges in six other 
Hospitals. 


FACULTY: Eminent medical men of_national repu- 


tation and unusual teaching ability. 


ADMISSION: Not less than two College years lead- 


ing to a degree in science or art, including speci- 
fied science and language courses. Preference 
is given to those who have completed additional 
work. 


APPLICATIONS should be made early. 
ABUNDANT OPPORTUNITIES for graduates to 


enter hospital service and other medical fields. 


Ross V. Patterson, M.D , Dean 


University of Virginia 


Next Session opens Thursday, 


For Catalog and other information, address 


DEPARTMENT OF MEDICINE 
Charlottesville, Va. 


September 18, 1924 


Department of Medicine, 
University, Va. 


= 


Vol. XVII No.7 SOUTHERN MEDICAL JOURNAL 


Che New York Post-Graduate 
Medical School and Hospital 


GYNECOLOGY 
UROLOGY 
AND OTHER S SUBJECTS 


For Information, write to 


THE DEAN, 306 East Twentieth Street, New York City 


HERMAN KNAPP MEMORIAL EYE HOSPITAL . . 
SCHOOL OF OPHTHALMOLOGY The New York Skin and Cancer Hospital 


. A six months course is open to qualified medical 
practitioners. The first three months are devoted to SPECIAL POST GRADUATE INSTRUCTION 
all-day instruction in the following subjects: For Graduates in Medicine 
1. Daily Clinics in Dis- 6. External Diseases of Will be given as follows: 


pensary. the Eye t—Hos 

pital and Dispensary instruction, diagnosis 
2. Refraction £ PI sean and treatment of diseases of the skin. 
8. Ophthalmological 2—Instruction in syphilis—diagnosis, laboratory 

work and treatment. 
10. Ophthalmological 3—Instruction in X-Ray Therapy. 

: oneet Anomalies _Neurology 4—Laboratory instruction in the pathology of 
. Fey 11. Diagnosis skin diseases and new growths, including 
During the second three months practical instruc- clinical methods for the demonstration of 
tion is given in the Hospital and Clinic. A new the commoner parasites. 
course starts October, January, April and July. A 5—Hospital and dispensary instruction in the 
vacancy occurs on the House Staff July 1, 1924. surgical treatment of cancer. 


DR. GERALD H. GROUT, Secretary Apply to Superintendent 
500 West 57th St., New York City, N. Y. 301 E. Nineteenth Street, NEW YORK CITY 


‘ Courses for Physicians 
Rniversity Regular Graduate Medical Courses of One to Three Years’ Duration, Leading to Appropriate 
of 


Certificates or Graduate Medical Degrees in the following separately organized and conducted 
Clinical and Medical Science Departments: 


e Internal Medicine, Pediatrics, Neuropsychiatry, Dermatology-Syphilology, *Radiology, Surgery, 
ennsyluania Gynecology -Obstetrics. Urology, Ophthalmology, Otolaryngology, *Biochemistry, 
Physi I *Bacteriology-Immunology, *Pharmacology. 


*Anatomy, *Ph 
In every course the sedieidiatii quota is limited. All of the stated Regular Courses begin an- 
nually in October except in the cases of departments designated by the asterisks, wherein the 
The Medico-Chir urgical courses begin whenever vacancy occurs in the quota. A “‘year’” is eight or more months, ac- 
cording to the department concerned. 
College Certain Special Courses (special subdepartmental subjects) are also available, as follows: 
Tuberculosis, Clinical and Soci 7c y; Gastr logy: Protein Sensitization; Par- 
asitology and Tropical Medicine; Infant Feeding; Incubation; Clinical Psychiatry; Clinical 
Graduate School Dermatology: Ni t and N hology ; ; Operative Surgery and Surgical 
Anatomy; Orthopedic Diagnosis; Operative Orthopedics ; Ophthalmic Operations; Ocular Perim- 
of Medicine etry; Ocular Musculature; Ocular Refraction; Laryngoscopy, Bronchoscopy and Esophagoscopy; 
Otolaryngolngic (cadaver) Operations. 


Address: Dean. Graduate School of Medicine, University of Pennsylvania, Philadelphia 
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Tincture of Iodine STAINS 
And so does 


MERCUROCHROME-220 SOLUBLE 


but 
Mercurochrome (2% Solution) 


Does Not Burn, Irritate or Injure Tissue 


It is the STAIN that gives both ef these germicides characteristics, peculiar to staining’ 
solutions, which promote quite decidedly their clinical effectiveness. ; 

It is the STAIN that prevents any possibility of a superficial application to any body 
surface, as it shows at once just where and how much of the germicide has been applied. 
It also fixes the germicidal agent in the field and provides for a relatively permanent de- 
posit of such an agent in the field to be sterilized or made aseptic. It also furnishes demon- 
a penetrating ability which carries the germicide into the tissues below the external 
surfaces. 


Asa 


GENERAL ANTISEPTIC AND FIRST AID PROPHYLACTIC 


Mercurochrome is proving, after extensive use, equally as 
effective as iodine, and it is therefore logical to recom- 
mend that the non-burning, non-irritating and non-inju- 
rious Mercurechrome replace iodine for these purposes. 


Write tee Information 


HYNSON, WESTCOTT & DUNNING 


Baltimore 


DOCTOR, WHEN YOU WANT A 


Reliable aid to digestion 


Specify Elixir of Enzymes, a palatable combination of fer- 
ments that act in acid medium. : 

Also one of the best vehicles for iodides, bromides, salicy- 
lates and other disturbers. 

Elixir of Enzymes is dependable in disorders easily con- 
trolled if taken in time, but serious when neglected. 


Pituitary Liquid Suprarenalin Solution 


is the premier prepa- 1:1000 

ration of the Posterior ‘ 

Pituitary. Astringent, hemostatic 
Standardized PUABMACEUTICA! and heart stimulant 


1 ¢. c. ampoules Sur- 
gical 4 c. c. ampoules 
Obstetrical 


PRODUCTS 


ARMOUR 483 COMPANY 


CHICAGO 


Splendid keeping quali- 
ties; 1 oz. g. s. bottles 
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THE CREATININ TEST FOR RENAL 
FUNCTION* 


By RALPH H. MAJor, M.D., 
Kansas City, Mo. 


The introduction of renal functional 
tests is the greatest advance that has been 
made in the history of kidney disease 
since Richard Bright described nephritis. 
The study of renal function has taught us 
that the majority of men with high blood 
pressure do not have Bright’s disease. It 
has taught the surgeon when to operate 
boldly and when to proceed with extreme 
caution. And with the imperfections the 
study of renal function still has, it is at 
once the admiration and despair of the 
cardiologist, who is still seeking some 
method of determining the functional 
ability of the heart. 

The history of the development of renal 
functional tests is filled with both success 
and failure, but it is a history of con- 
tinued progress. The brilliant researches 
of Schlayer, who thought his method was 
sufficiently delicate to differentiate vascu- 
lar from tubular nephritis, are now per- 
haps more interesting historically than 
because of any widespread application. 
But this work gave a great stimulus to 
the study of renal function and has been 
productive of much clear thinking. 


A great number of tests for renal func- 
*Read in Section on Medicine, Southern Medical Associa- 


tion, Seventeenth Annual] Meeting, Washington, D. C., 
Nov. 12-15, 1928. 


tion have been proposed from time to 
time. Many of these have been discarded 
as inadequate, others have proved of 
practical value, subject to certain limita- 
tions, while a great many more are in 
use, awaiting or undergoing the acid test 
of experience. 


The use of phloridzin as a test of renal 
function has fallen into disuse, although 
it still has its champions. Potassium iodid 
was introduced by Dyce Duckworth as a 
test of renal function. Its use was re- 
vived by Schlayer and more recently by 
Linder, in 1922. Linder describes it as a 
very satisfactory test, but one requiring 
a twenty-four-hour test period. Indigo 
carmin has been used for many years, 
but with increasing infrequency, al- 
though Thomas, in October, 1922, states 
that if he had to select one test to the ex- 
clusion of all others, he would select in- 
digo carmin. 

The use of urea as a functional test has 
been the subject of several papers by 
Addis and by MacLean. Critics of the 
urea methods have pointed out that the 
ideal substance for estimating the func- 
tional activity should not be subject to 
extrarenal influences. The urea concen- 
tration of the blood, as is well known, 
may be greatly increased as the result ‘of 
protein destruction or excessive protein 
intake, in the complete absence of kidney 
lesions. 

The hippuric acid test advocated by 
Kingsbury is based on the physiological 
activity of the kidney in synthetizing ben- 
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zoic acid and alanin with the formation 
of hippuric acid. Kingsbury describes 
this as a very satisfactory test provided 
the patient’s diet is carefully regulated 
and kept constant before and during the 
test. Morgulis found this method of 
value, but states, however, that “the test 
carried out with the same patient does 
not always yield quantitatively similar 
results” and concludes that “clinically, 
the method will in all probability not find 
extensive application or favor, because it 
involves much work.” 

The most widely used test for renal 
function in this country is unquestionably 
the phenolsulphonephthalein test .intro- 
duced by Rowntree and Geraghty in 1910. 
This test, of very great value, particu- 
larly in surgical cases, has very definite 
limitations in medical cases. It was early 
pointed out that it often failed to differ- 
entiate between cases of chronic nephri- 
tis and cases of cardiac decompensation 
with chronic passive congestion of the 
kidneys. Many workers with this test 
have also noted certain individuals with 
no evidence of either cardiac or renal dis- 
ease, who nevertheless show a subnormal 
excretion of phenolsulphonephthalein. 

During the past year, while studying 
the subject of renal function, a low ex- 
cretion of phenolsulphonephthalein has 
been observed in individuals who had a 
normal blood chemistry, whose blood 
pressure was normal and whose urine 
contained no albumin, sugar, casts or 
other evidence of renal impairment. Fur- 
ther tests in these normal controlsyshowed 


at times a normal excretion of olsul- 
phonephthalein, at other times arked 
diminution. Six normal individuals 


showing a two-hour urinary excretion of 
35 to 40 per cent showed three and four 
days later an excretion of 75 to 80 per 
cent following intravenous injection. 
These observations suggested the pos- 
sibility of a destruction of the dyestuff in 
some part of the body and called to mind 
the observation made several years ago 
by Kendall that when liver tissue and 
phenolsulphonephthalein were mixed to- 
gether outside the body, the dyestuff was 
rapidly destroyed. This possible role of 
the liver in influencing the rate of phe- 
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nolsulphonephthalein excretion was in- 
vestigated in a series of experiments. 

In the first series of experiments, 
twelve rabbits were used. These animals 
were first injected intravenously, then 
subcutaneously, then into the pleural cav- 
ity and lastly directly into the liver itself 
by means of a long, slender needle in- 
serted just under the costal margin with 
the tip directed towards the diaphragm. 
At the conclusion of the experiment the 
animals were killed, the liver was exam- 
ined for evidence of puncture and the 
kidneys were studied grossly and micro- 
scopically for evidence of-renal lesions. 

A brief summary of the results of these 
experiments shows that while the aver- 
age two-hour excretion is approximately 
the same when the dye is injected intra- 
venously, subcutaneously or into the pleu- 
ral cavity, the excretion after direct in- 
jection into the liver is much decreased, 
the average being only 15 per cent of 
that observed following the other meth- 
ods (Fig. 1). Greater individual varia- 
tions were observed in some _ instances, 
one animal excreting twenty-four times 
as much after intravenous injection as it 
excreted following intrahepatic injection. 

In a second series of experiments, the 
animal was etherized lightly, the abdo- 
men opened and the dyestuff injected di- 
rectly into the portal vein. Five rabbits 
were injected in this fashion, and as con- 
trols five animals were injected directly 
into the inferior vena cava under identi- 
cal conditions. In this set of experiments 
it was found that injection of the dyestuff 
directly into the portal vein, which allows 
it to pass through the liver, is followed 
by a very low phenolsulphonephthalein 
excretion, while injection into the vena 
cava is followed by a very high output of 
the dye. 

These experiments emphasize the great 
affinity of the liver for phenolsulpho- 
nephthalein. In the majority of patients, 
the dyestuff when injected ‘subcutane- 
ously or intravenously, probably passes 
largely through the kidneys, which take 
it from the circulating blood and excrete 
it in the urine. Our experiments suggest, 
however, that if any considerable por- 
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tion of the dyestuff in the blood stream 
passes through the liver, this organ may 
take it from the blood and destroy it. 
Such a process may be a marked source 
of error in drawing conclusions from 
phenolsulphonephthalein tests. 

During the past eighteen months I have 
been interested in the possible use of 
creatinin in the study of renal function. 
This substance is apparently an end-prod- 
uct of protein metabolism. It is excreted 
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by the normal kidney with great ease, and 
the excretion is remarkably constant in 
the same individual for definite periods 
of time, 

The estimation of creatinin by Folin’s 
method is simple, accurate and can be 
carried out in ten minutes. Any labora- 
tory possessing picric acid, sodium hy- 
droxide and a colorimeter is equipped for 
making creatinin determinations. 

Up to the present, all of the creatinin 
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obtained was made from urine by a la- 
borious and expensive method, and the 
retail price has varied from $4 to $5 per 
gram. Such an expensive product has 
not naturally commended itself to either 
clinical or extensive experimental use. 
So our first problem was obviously to 
seek some cheaper source of creatinin. 


For several months attempts were 
made to prepare creatinin from beef ex- 
tract and eventually a fairly successful 
process was worked out. About this time 
I learned of a by-product obtained by the 
Valentine Meat Juice Company in the 
preparation of meat juice, which con- 
tained large quantities of creatin. I se- 
cured several pounds of this material, 
which they sold as fertilizer, and on ex- 
amination found it to contain from 40 to 
60 per cent creatin, which could be easily 
extracted and by autoclaving was con- 

verted to creatinin. 


Pimeene = Later I learned that Dr. Gra- 


ham Edgar, of the University of 
Virginia, was preparing crea- 


ae tinin from this by-product and 
cases= 


much of the creatinin used in 
this work was kindly supplied 
by him. At the present time the 
Eastman Company is manufacturing 
creatinin, which is sold for 9 cents a gram. 
So the economic aspects of creatinin seem 
to be solved. 

The principle underlying the creatinin 
test is the calculation of the creatinin ex- 
cretion for definite periods of time before 
and after the injection of creatinin into 
the circulation. In most of the tests the 


at- following procedure has been carried out: 


The patient empties the bladder and the 
urine is collected for the period of one 
hour. He then is given 0.5 grams of cre- 
atinin intravenously, the urine is col- 
lected for one hour and then again at the 
end of two hours. The excretion of cre- 
atinin for the first hour and for the sec- 
ond hour after injection is compared with 
the excretion before injection. 

At first the creatinin solution was pre- 
pared and autoclaved just before using, 
but later we found that it could be kept 
in a buffer solution (primary potassium 
phosphate 27 parts, secondary sodium 
phosphate 73 parts, pH. 7.2) ready for 
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instant use. Further observations showed 
that instead of hourly periods, one-half 
hour or fifteen minute periods could be 
taken. This latter modification permits 
its use in genito-urinary cases, since the 
test can be carried out in forty-five min- 
utes or perhaps less. 

We also find that the test can be satis- 
factorily carried out with 0.25 grams of 
creatinin and also by intramuscular in- 
jection. A glass of water is given after 
each voiding to insure diuresis, and all 
collections should be promptly made. 

In all, we have carried out in the Uni- 
versity of Kansas Medical Clinic more 
than two hundred tests on normal indi- 
viduals, in various non-renal diseases, in 
diabetes mellitus, in essential hyperten- 
sion, in chronic nephritis and in experi- 
mental nephritis. In this series were 
thirty-three cases of chronic nephritis, 
thirty cases of essential hypertension, 
eighteen cases of diabetes mellitus, twen- 
ty-five normal individuals and one hun- 
dred and thirty-four patients suffering 
from various diseases with no renal in- 
volvement. The curves charted from 
these patients show a characteristic type 
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of curve for normal individuals and non- 
renal patients, and an equally character- 
istic curve for chronic nephritis. All the 
non-renal patients, after the injection of 
creatinin, respond with a sharp rise in 
the total excretion, the excretion during 
the hour following the injection being at 
least twice and usually three times the 
amount excreted in the hourly period pre- 
ceding injection (Fig. 2). Patients with 
chronic nephritis show no such rise (Fig. 
3) and may show an actual fall. This 
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latter observation suggests that the kid- 
ney, in chronic nephritis, may have a 
partial paralysis, as it were, of creatinin 
excretion when an excess of creatinin is 
introduced into the circulation. There is 
also both clinical and experimental evi- 
dence that this fall may be an indication 
of the severity of the disease process. 
Our experience with this creatinin test 
during the past eighteen months has con- 
vinced me of its value. The test is easy to 
carry out and no patient injected has 
shown any untoward symptoms or reac- 
tion. It is very desirable that more tests 


be carried out and more data obtained. 
The acid test of experience must be ap- 
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plied, but let me emphasize again, the 
urine must be collected promptly and the 
bladder must be completely emptied at 
each collection. 
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DISCUSSION 


Dr. Louis Hamman, Baltimore, Md.—We al- 
ready have a good deal of information concern- 
ing creatinin in the blood. I was much _ im- 
pressed by a recent article by Feinblatt showing 
a remarkably constant association of nephritis 
with creatininemia. 


During the past fifteen years there has been 
so much discussion of functional tests in nephri- 
tis that the practitioner often becomes discour- 
aged and feels that he is poorly equipped to lend 
adequate aid to patients with kidney disease. It 
is important to emphasize over and over again 
that functional tests are of value only as a sup- 
plement to careful bedside study and again that 
the most helpful functional tests are the simplest 
kind of observations. If a patient’s condition 
were estimated solely on the basis of functional 
studies without reference to the rest of the clin- 
ical symptoms we should be led into the grossest 
error. The most helpful functional studies that 
can be made are long-continued observations 
upon fluid intake and urine output and the spe- 
cific gravity of the urine under varying condi- 
tions. These observations are a part, or at least 
should be a part, of the routine investigation of 
every patient suspected of having kidney dis- 
ease. As simple as they are in method and in- 
terpretation they yield more valuable informa- 
tion than all other functional tests. However, 
the more elaborate functional tests are not to be 
despised, for added to these simple tests they 
give us a still better insight into the working 
power of the kidney. Occasionally they are in- 
dispensable to a proper understanding of the 
patient’s condition. Under such circumstances 
their value depends upon an irreproachable tech- 
nic and a proper interpretation of the result. A 
physician should learn to use one or two func- 
tional tests and thoroughly familiarize himself 
with what they actually mean. In this way he 
will get more help even from an inferior test 
than he would from a better test poorly per- 
formed and falsely interpreted. 
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Dr. James S. McLester, Birmingham, Ala.— 
One criticism which is frequently offered upon 
all tests of kidney efficiency is that since this 
organ has several apparently independent func- 
tions any single test is apt to give an index of 
impairment solely as regards one function. Still, 
this does not prevent our availing ourselves in 
every case of several methods of measurement 
and then drawing our conclusions from a sum 
total of the results. This seems to be the only 
reliable method of estimating kidney efficiency. 

Dr. Major has told us of what I believe to be 
the best single renal test. 

As a test substance, creatinin possesses cer- 
tain distinct advantages. It is a chemical body 
with which the kidney is accustomed normally 
to deal, and while the precise manner in which 
it arises during protein metabolism is still a 
matter of doubt, it is known, nevertheless, that 
the same individual always produces the same 
amount of creatinin. Also it is not destroyed 
in the body, but is excreted unchanged by the 
kidney. These qualities make of it a good sub- 
stance for testing the excretory capacity of the 
kidney. 

We have recently used the creatinin test in a 
few cases and have obtained curves similar to 
those shown by Dr. Major. There are, however, 
two questions about which I am uncertain and 
which I should like to ask Dr. Major in closing 
to discuss. 

We know that in kidney disease of moderate 
extent the creatinin of the blood is not increased, 
and that it is only when danger is imminent 
that this substance rises and rises rapidly, which 
would indicate that it is only the greatly im- 
paired kidney which finds difficulty in excreting 
creatinin. I would like to ask what Dr. Major 
thinks of the influence of this fact upon the 
value of the test. 

Also, does the administration of creatinin 
even in small amounts do harm to the man with 
a sick kidney? I think not, but this is a ques- 
tion which we should endeavor to answer clearly 
before advocating the general use of this prom- 
ising test. 1 


Dr. Major (closing).—One of the most inter- 
esting features of creatinin excretion to me is 
the difference between the way the normal and 
the diseased kidney excrete it. Most of my 
friends who were in the laboratory at the time I 
was beginning this work expressed the opinion 
that because creatinin is excreted so easily by 
the normal kidney, it would be of no value as a 
functional test until the kidney had practically 
stopped excreting. The results of this test do 
not bear out that contention. While the dis- 
eased kidney may be able to continue excreting 
constantly a small amount of creatinin, it is un- 
able to respond to the strain produced by a 
great increase of the amount in the circulation. 

However, I wish to hear the results of thou- 
sands instead of hundreds of determinations by 
this method. 
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A STUDY OF THE SYMPTOMS OF 
ACHYLIA GASTRICA* 


By BRYCE W. FONTAINE, M.D., 
Memphis, Tenn. 


The increasing tendency on the part of 
some clinicians to discard the use of the 
stomach tube as a routine diagnostic 
measure, and to employ it only in the 
presence of gastric symptoms, has sug- 
gested a review of the symptoms in the 
last 100 cases of achylia gastrica in my 
private practice. 


In this analysis many cases presented 
symptoms suggesting an achylia, but none 
were so typical that they could not have 
been caused by other conditions, either 
within or outside the stomach. Many pa- 
tients in the series presented no symp- 
toms which would, in even a remote way, 
lead to implication of the stomach. 


These are routine medical cases in 
which it was proven that achylia gastrica 
was the primary condition, as those cases 
due to, or associated with pernicious ane- 
mia, gastric cancer, pulmonary tubercu- 
losis and syphilis were ruled out. 


In this study one is first impressed by 
the extreme age limits, 21 to 74 years, and 
the greater frequency after the fourth 
decade. It is also interesting to note that 
57 per cent of the cases were females. 


The symptom occurring in the greatest 
number of cases was loss of weight in 44 
per cent, which ranged from five pounds 
to fifty pounds. In some the loss was 
rapid over a period of a few weeks; in 
others it was gradual, extending through 


many months. It was apparently not at-- 


tributable to any other cause. 


The symptom next in importance, in 42 
per cent, was malaise or loss of strength, 
varying from slight fatigue to marked 
asthenia. 

Closely associated with these symptoms 
was a lowering of the blood pressure, 41 
per cent showing hypotension. These low 
systolic pressures ranged from 85 to 112, 
in each case being lower than the normal 


_*Read before the Southern Gastro-Enterological Associa- 
tion, meeting conjointly with Southern Medical Associa- 
tion, Seventeenth Annual Meeting, Washington, D. C., 
Nov. 12-15, 1923. 
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standard for the individual’s age. The 
mean and diastolic pressures showed the 
normal relation to the systolic. 


The condition of the bowels was noted 
as regular in 51 per cent, constipated in 
40 per cent, and loose in 9 per cent. When 
diarrhea was present it developed in a 
late stage of the achylia, and was always 
associated with a loss of weight and 
strength. It was rather surprising to find 
so few cases, as we had expected to find it 
occurring with greater frequency. In all 
cases, the diarrhea was of a severe type, 
but proven gastrogenic, as careful and re- 
peated study of the stools ruled out the 
possibility of a parasitic infection. 

Pain in the limbs, joints and muscles 
was a most important symptom in 32 per 
cent. This symptom, too, was often ac- 
companied by loss of weight and strength. 
It is difficult to explain this last group of 
symptoms as being definitely dependent 
upon the gastric disorder. The most prob- 
able explanation is that they were due to 
focal infections which were found in 32 
per cent of the cases, in the teeth in 26 
per cent, in the tonsils in 4 per cent, and 
in the gall bladder in 2 per cent. 

Pain, cramping and tenderness over 
the epigastrium occurred in 31 per cent. 
In many cases the pain was typical of 
duodenal ulcer, occurring several hours 
after meals, and promptly relieved by 
food. In others, cramping and colic were 
the outstanding symptoms. Four cases 
showed the incisions of former appendec- 
tomies or cholecystotomies without relief 
of symptoms, as the organs explored or 
removed were doubtless normal, and in 
no way responsible for the pain. In all 
cases where pain was a leading symptom 
the possibility of its being due to coinci- 
dent duodenal ulcer, gall stones or kidney 
stone was ruled out by the careful routine 
radiographic study. 

Headaches were frequent, occurring in 
20 per cent of the cases. This headache 
was usually of great severity, but it did 
not in any way resemble migraine, either 
in character or location. This symptom 
appeared most often in those cases asso- 
ciated with focal infections. 

In 15 per cent of the cases visible evi- 
dence of anemia was present, in paleness 
of the mucous membrane and pallor of the 
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skin. Total blood counts were made in all 
cases. The anemia was distinctly of the 
secondary type, severe in 5 per cent of 
the cases, moderate in 8 per cent, and 
slight in 2 per cent. In no instance did 
the blood picture correspond morpholog- 
ically to pernicious enemia, nor could 
the anemia have been caused by latent 
gastric cancer, as careful and repeated 
radiographic studies excluded the possi- 
bility of a growth’s being overlooked. 

Dizziness and vertigo were present in 
8 per cent. When this symptom occurred 
there was an accompanying constipation, 
and probably the bowel condition, and not 
the achylia, was responsible, 

Six per cent of the cases showed a defi- 
nite arthritis and in each there was a fo- 
cal infection. I do not believe that the 
achylia was responsible for the arthritis, 
but rather the coincidence of diseased 
teeth or tonsils. 


A rather interesting symptom noted in 
5 per cent of the cases was soreness of 
the tongue. In some there was a burning 
sensation involving merely the tip of the 
tongue or sometimes the entire edge; in 
other cases, there was definite redness 
with soreness and burning. It is not pos- 
sible to say whether this was produced by 
the achylia or whether it was a glossopy- 
rosis as described by Beall. 


In marked contrast to the experience of 
VanderHoof was the rarity of spinal cord 
symptoms in our cases. In a recent arti- 
cle he reports cord involvement in about 
22 per cent of his cases of achylia gas- 
trica. In all of these cases the pupils were 
normal and there were no sensory symp- 
toms. The reflexes were absent in 2 per 
cent, feeble in 4 per cent, and in none were 
they exaggerated. It is doubtful if the 
alteration of the reflexes in such a small 
number is more unusual than one would 
find in a series of 100 normal individuals. 
With these findings our experience has 
been that combined sclerosis of the cord 
does not occur with unusual frequency in 
cases of simple achylia gastrica, and when 
it does occur the achylia is most likely as- 
sociated with or is a symptom of perni- 
cious anemia. 

SUMMARY 


In analyzing the symptoms of 100 cases 
of achylia gastrica, occurring in a routine 
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practice of internal medicine, it is ob- 
served that while the symptoms of loss of 
weight and strength, pain and tenderness, 
cramping and discomfort in the abdomen, 
accompanied by low blood pressure, are 
frequently present, they alone are not di- 
agnostic of achylia gastrica and could be 
caused by other extra- and intra-gastric 
conditions. The reliability of these symp- 
toms is also greatly lessened because in 
21 per cent of the cases of*the series abso- 
lute achylias existed in the absence of any 
single symptom that could have been re- 
ferred to the gastro-intestinal tract. 

Therefore, the diagnosis of achylia gas- 
trica cannot be made from the history, 
from a study of the symptoms, or from a 
radiographic study, but it is absolutely 
dependent upon an analysis of the gastric 
contents after a suitable test meal, and it 
will frequently be overlooked unless this 
analysis is made a routine part of every 
general examination. 

The presence of an utter achylia should 
always be confirmed by a fractional analy- 
sis according to the method of Rehfuss, 
and it should be followed up by subse- 
quent analyses at regular intervals. 


1109 Central Bank Bldg. 


DISCUSSION 


Dr. G. C. Mizell, Atlanta, Ga.—Achylic states, 
more often present than the real disease of 
achylia gastrica, may be divided into several 
groups: first, those that we call the normal 
achylias. Whether such a condition exists I do 
not know, and I do not think any one else does, 
but it is recognized as being present in patients 
who are considered normal and who present no 
symptoms. Second, the physiologic achylias who 
have no digestive agents in their gastric secre- 
tion as a result of fear, worry, anxiety and such 
mental states; third, reduced states such as oc- 
cur in fever and senility; fourth, the pathologic 
conditions of the glandulars, which may be sub- 
divided into primary cell atrophy such as occurs 
from infections and secondary cell atrophy such 
as we find in atrophic gastritis; fifth, another 
group of which we know nothing, the so-called 
endocrine disturbances. 


With this division before us we can well agree 
with Dr. Fontaine that there is no pathognomonic 
symptom or set of symptoms. Neither does a 
physical, x-ray examination or history assist us 
in making a diagnosis. The mouth symptoms 
which are sometimes present are interesting. 
This was studied by Dr. Thomas Brown eight or 
ten years ago and reported by him, in connection 
with gingivitis and glossitis, associated with a 
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study of the digestive agents in the saliva and 
in the stomach contents. Dr. Brown’s results as 
far as showing any association with so-called 
gingivitis and stomatitis were negative. In my 
observation, this symptom occurs only on a low 
protein diet. This can be shown by increasing 
the proteins when there is an immediate clearing 
up of the gingivitis, stomatitis and glossitis. I 
do not mean to say that the low protein diet is 
the cause of this condition, but it is certainly 
associated in those individuals who are on a low 
protein diet, and especially in achylia gastrica. 

The association wf achylia gastrica with perni- 
cious anemia has been very interesting to me for 
some years. Notwithstanding the fact that the 
Cabot series, I believe, show that 7 per cent of 
the cases have a free hydrochloric acid, others, 
including Snyder of the University of Minnesota, 
have never seen such a case. There is some rea- 
son for believing that achylia gastrica is one of 
the first pathologic findings in pernicious anemia. 

I wish to commend Dr. Fontaine for his plea 
for thoroughness in examination. We make 
many examinations which prove of no value ex- 
cept in their negative results, but if we discard 
these examinations we shall frequently fall into 
error. 


Dr. A. L. Levin, New Orleans, La.—Dr. Fon- 
taine, in my opinion, is unquestionably defending 
a very strong point in favoring the use of the 
stomach tube as a routine of every general ex- 
amination by the general practitioner. 

Achylia gastrica is a very puzzling problem 
in gastric pathology. We often see individuals 
with achylia who have practically no discomfort 
whatever, then again others who suffer greatly. 
The etiology of this gastric disturbance is not 
well understood. 

Faber claims that toxic action from any infec- 
tion, especially intestinal, is liable to damage the 
stomach as it damages other glandular organs. 
It may act directly or indirectly on the secretory 
apparatus of the stomach and in time produce 
irreparable lesions. Chronic achylia is also found 
in 50 per cent of cases of exophthalmic goiter 
and polyarthritis. 


Beck and McLean, in 1919, also lay stress on 
focal and systemic infections and, in their opin- 
ion, the disturbance of the glands of internal 
secretion invariably associated with achylia gas- 
trica are also the result of chronic infection and 
not the cause of achylia. 


Sajous, however, explains the etiology as fol- 
lows: The toxemia may produce achylia through 
the adrenals in two ways: (1) the increased pro- 
duction of adrenalin causes a constriction of the 
arterioles in the stomach wall and thus inhibits 
its secretory activity; (2) if the toxemia is pro- 
longed the production of adrenalin is diminished 
and the gastric secretory function suffers from it, 


In Dr. Fontaine’s review of 100 cases of 
achylia, we clearly notice a large number who 
are suffering from some form of an_ infection. 
The achylia is then a mere link im the chain of 
systemic disturbances. Hence, the large variety 
of cases belonging to the domain of the internist. 
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The stomach tube then is a very useful instru- 
ment to detect the important link. It is very 
necessary to impress on clinicians generally the 
advisability of proving that an achylia is an 
achylia. I mean by this that the Ewald meal 
given once as a one-hour test should not be the 
deciding factor that the case under consideration 
is achylia. A fractional gastric analysis should 
be resorted to, and sometimes we should make 
use of more stimulating food as a test meal to 
determine the secretory power of the stomach. 
As a rule in younger individuals, we often see a 
return of the hydrochloric acid. The puzzling 
phase of achylia, that is, the two distinct groups 
of patients we see, those who suffer from it and 
those who do not suffer, is explained by Frank 
Smithies as a classification of a primary achylia 
with a destruction of the secretive mechanism 
of the glands with classic symptoms of absence 
of hydrochloric acid, and a secondary type of 
achylia concomitant with systemic disease gen- 
erally who do not present classic symptoms of 
suffering. 

It is remarkable to observe the large number 
of cases of biliary tract affections with perma- 
nent achylia gastrica. Another point of interest 
which I wish to mention is that an individual 
with achylia gastrica can have a.gastric ulcer, 
but not a duodenal ulcer. This point was 
strongly stressed by Prof. Finsterer, of Vienna, 
in a conversation with me. It is difficult to ex- 
plain the large number of cases without any 
bowel disturbances in spite of a total absence 
of hydrochloric acid, and again, now and then, we 
come across cases of diarrhea with achylia. We 
also observe flagellate organisms in the stools of 
achylic patients. 

These and other phases of this most impor- 
tant subject in gastro-enterology require further 
investigation and study. 

I fully agree with Dr. Fontaine that the stom- 
ach tube should be as frequently used as the blood 
pipette, urinometer and other laboratory mstru- 
ments. 


Dr. S. K. Simon, New Orleans, La.—I do not 
know of any condition that brings a greater sur- 
prise in my clinical work than the discovery of 
achylia gastrica. I do not think that there is any 
group of symptoms that really point directly to 
the presence of achylia gastrica and the only 
way that one can determine its presence is by 
gastric analysis. Even the x-ray, with all the 
great help it affords us in the diagnosis of gas- 
tric diseases, gives practically no information as 
to the presence of that condition. The discovery 
of achylia gastrica is always of importance in 
the contemplation of a case. My conception of 
the true achylia is that it is a part of the picture 
of a general infection emanating from some 
focus. The gastric mucosa, I think, is very fre- 
quently the site of attenuated infection from the 
swallowing of pus organisms in the tonsils, gums 
and mouth generally. 

Achylia develops very insidiously, often with- 
eut any digestive symptom of any kind. All the 
while, however, the infection of the gastric mu- 
cosa goes on, becoming more outspoken, until 
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finally the gastric secretion is entirely annihi- 
lated. 

I am also of the belief that the frequent asso- 
ciation of achylia with gall bladder disease is 
part of the picture of a general focal infection 
in the body. My idea has been that the infec- 
tion in tonsils or gums or apical abscesses first 
affects the gastric mucosa and subsequently the 
gall bladder, that the gall tract becomes infected 
secondary to the gastric mucosa, but that they 
are both a part of the same general picture. 


Dr. Fontaine (closing).—The object of this 
paper was to enter a plea for the routine use of 
the stomach tube. This has been prompted by 
the work of some of my friends, who routinely 
make radiographic studies of patients always 
where there are gastric symptoms, but nearly 
always overlook the use of the tube. We all 
know that these cases show hypermotility of the 
stomach, the stomach often emptying in from 
two to three hours. But that is not a symptom 
of achylia gastrica; it can be caused by other 
conditions. 

As to the occurrence of achylia gastrica in 
pernicious anemia, personally I do not believe 
that pernicious anemia can exist without achylia 
gastrica. I believe it is an absolutely necessary 
symptom. 


SPIROCHETOSIS BRONCHIALIS 
(CASTELLANI) : CASE 
REPORT* 


Auvis E. Greer, M.D., F.A.C.P., 
Houston, Tex. 


The occurrence of cases of spiroche- 
tosis bronchialis (Castellani) in the 
United States has previously been re- 
ported. It is the object of this report to 
further stress the prevalence of this dis- 
ease in the Southern states. : 

Castellani, in 1906, reported two cases 
of a peculiar hemorrhagic bronchitis 
which he had _ observed in Ceylon. 
The symptoms were briefly: a chronic 
cough generally more severe in the morn- 
ing with fairly abundant expectoration, 
mucopurulent in character, occasionally 
blood streaked. The general condition of 
the patient was good. Huge numbers of 
spirochetes were found in the sputum 
and in the scrapings from the gums. Vin- 
cent’s fusiform bacilli were not observed. 
Afterward Branch reported a case show- 


*Read in Section on Medicine, Southern Medical Associa- 
tion, Seventeenth Annual Meeting, Washington, D. C., 
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ing acute symptoms, high temperature 
and hemorrhagic sputum containing spi- 
rochetes. Branch’s case died and the post 
mortem revealed a pulmonary tuberculo- 
sis without any spirochetes in the lung 
tissue. Following these, numerous cases 
were reported. In this country Johnson, 
in 1909, reported the first case. Roth- 
well, in 1910, reported a case which he 
classified as *bronchial Vincent’s angina. 
In this case Vincent’s spirillae and fusi- 
form bacilli were found. He was certain 
that Vincent’s angina sometimes affects 
the tracheal and bronchial mucous mem- 
branes. Chamberlain (1911) reported a 
case from the Philippines similar to Roth- 
well’s case. Fantham, in 1915, contrib- 
uted an exhaustive study of human bron- 
chial spirochetosis. He believed that spi- 
rochetosis bronchialis (Castellani) is 
caused by spirochetes different from the 
spirochetes of Vincent’s angina. 


The human mouth contains normally a 
number of species of spirochetes. These 
are Spirocheta buccalis and Spirocheta 
dentium. Spirocheta dentium is smaller, 
four microns to ten microns in length, 
and more flexible. Spirocheta dentium 
has tapering ends and is so small that 
few details of its structure can be deter- 
mined. Spirocheta buccalis has some- 
what rounded or bluntly acuminate ends 
and is from nine microns to twenty-two 
microns long. Also, intermediate types 
between Spirocheta dentium and Spiro- 
cheta buccalis are found. Noguchi, in 
1912, succeeded in cultivating a number 
of species of spirochetes from the mouth, 
namely: Treponema macrodentium, Tre- 
ponema microdentium, and Treponema 
mucosum. These all differ from Spiro- 
cheta buccalis. In 1906, Blanchard de- 
scribed an elongated spirochete with a 
flexible, irregularly coiled body, tapering 
at both ends, and often associated with 
fusiform bacilli, which are called Vin- 
cent’s spirochetes. These spirochetes are 
twelve to twenty-five microns long, and 
Lantham states that this species may 
have to be merged with Spirocheta bron- 
chialis when it has been more fully 
studied. As was suggested above, there 
are general morphological differences be- 
tween the mouth spirochetes, Vincent’s 
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Drawing from a typical microscopical field. 


spirochete and Spirocheta _bronchialis, 
but these differences cannot’ be asserted 
too dogmat'cally. Beside the morpholog- 
ical differences so briefly stressed in this 
paper, there are other characteristics of 
note. Bronchial spirochetes are more 
active and die more rapidly outside of the 
bronchial tract. Coccoid bodies are fre- 
quently produced by Spirocheta_ bron- 
chialis. Intracellular stages are occasion- 
ally seen in Spirocheta bronchialis. Tan- 
gles are not usually formed by Spirocheta 
bronchialis as is so common in the oral 
spirochetes. Spirocheta bronchialis 
stain with some difficulty. We have 
found Giemsa’s, Victoria blue and the In- 
dia ink stain useful. In stained films con- 
siderable morphological variation due to 
growth and division is noted. There are 
long forms, short forms, thick ones, thin 
ones and those of intermediate length and 
breadth. The cytoplasm is clear and ho- 
mogeneous and often chromatin bars can 
be seen at intervals, giving rise to a 
chambered appearance! The ends are 
tapering, but at times appear rounded or 
pointed. Or one end may be more taper- 
ing than the other. The length of Spiro- 
cheta bronchialis is often due to its age, 
young forms being shorter. Small forms 
may come from transverse division of 
older, longer forms. The ends show dif- 
ference due to the motion of the parent 
organism during division. The breadth 
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seems to be dependent upon the viscosity 
of the medium in which the spirochete is 
found. Thick viscid mucus produces thick 
forms, and thin expectoration thin forms. 
There is also a slight membrane or crista 
often found in Spirocheta bronchialis. 

Infection is effected by means of spiro- 
chetes, and especially the coccoid bodies, 
that leave the mouth in the spray with 
the expired air and by way of the nasal 
secretions. 

There are three forms of the disease 
to be distinguished: (1) the acute form, 
(2) the subacute, and (3) the chronic 
form. The acute form is of short dura- 
tion, the symptoms (cough, expectoration 
of mucopus, fever, slight chest symptoms 
and signs) disappearing in a period of 
time varying from six to seven days to 
two or three weeks unless the patient 
passes to the subacute or chronic stage. 
The chronic form may develop after one 
or more acute attacks or it may begin 
very slowly with a little coughing and no 
other symptoms. Gradually the cough 
becomes more frequent, the expectoration 
mucopurulent and bloody. The chronic 
form may last for years without great 
impairment of the general health of the 
patient. Between the acute and the 
chronic forms there are quite a series of 
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Common Spirochaetes of Mouth. 
A. Spirochaetae microdentium. 


B. Spirochaetae macrodentium. 
C.Spirochaetae buccalis. 


intermediate types, that is, the subacute 
types. 

The disease may be complicated by 
pneumonia or tuberculosis. The diag- 
nosis is based on a microscopical exami- 
nation of the sputum, which is ordinarily 
bloody and fetid. The acute type is gen- 
erally mistaken for influenza or malaria. 
The chronic type, presenting bloody spu- 
tum, must be differentiated from tuber- 
culosis, endemic hemoptysis and broncho- 
mycosis. The finding of Spirocheta bron- 
chialis and the absence of tubercle bacilli 
in the first will suffice and the absence of 
the ova of Paragonimus westermanii and 
of fungi will exclude endemic hemoptysis 
and bronchomycosis, respectively. 


The case report is as follows: 


R. S. D., male, age 25, engineer, married, U. 
S. A., with a negative family history, entered 
the Baptist Hospital July 24, 1921, complaining 
of a cough with the expectoration of a consider- 
able amount of easily raised, foul, thin, copper- 
colored sputum, occasionally blood streaked. 
Coughing was worse in the morning. He be- 
came hoarse very easily and talking caused raw- 
ness and soreness in the throat. Slight exertion 
produced shortness of breath and greater exer- 
tion often caused a slight hemoptysis. He had 
lost about thirty pounds in four years; fifteen 
pounds in the preceding year. He had a slight 
afternoon temperature of one hundred degrees 
Fahrenheit and felt somewhat weak. Occasion- 
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ally he had a dull, aching pain over the upper 
end of the sternum. He had some difficulty in 
walking a straight line, especially at night; 
numbness and a lessened sensation to pain in his 
legs; lessened sexual power; slight urinary in- 
continence; and his bowels were obstinately - 
constipated. This trouble began in the winter 
of 1919 with the gradual development of an oc- 
casional blood-streaked foul expectoration. He 
said spirochetes were found in the sputum at 
that time and an x-ray examination showed pa- 
thology in his right lung. Three months later 
he developed ulcers in his mouth. Vincent’s an- 
gina was diagnosed. Under arsphenamin treat- 
ment he improved for six months. But then 
relapsed and began to notice difficulty in walk- 
ing. A blood Wassermann was found positive. 
He had been under the care of Dr. B. Weems 
Turner, Houston, Tex., who treated him for 
syphilis from the time of his primary lesion in 
August, 1920, until he was referred to me in 
1921, and since that time he had been under Dr. 
Turner’s observation from time to time. With 
treatment by neoarsphenamin and sodium caco- 
dylate for three months, his cough practically 
ceased and he was fairly well for six months. 
At that time he was seen again for a few weeks 
and then passed out of our observation. This 
past September he again consulted us and we 
found his condition practically the same as in 
1921. In the interim his expectoration had been 
the same. In 1922 he had a rather copious 
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hemoptysis. He had lost about ten pounds in 
weight and was having slight afternoon tem- 
perature. He said that if he was failing phys- 
ically it was very gradually. For the past two 
months he had had several ulcers in his mouth. 
Examination on October 1, 1923, showed a fairly 
vigorous young man 27 years old, five feet seven 
inches tall, weighing 133 pounds, temperature 
98.6, pulse 80, respiration 22, blood pressure 
125/76. The physical examination was negative 
except as follows: On the left buccal membrane 
an ulcerated area one-eighth of an inch in diam- 
ter, with indurated borders and a crater at least 
one-eighth of an inch deep and without any 
membrane was found. A similar area was on 
the right buccal membrane opposite the right, 
lower, second molar tooth. The throat generally 
was red. The lung examination revealed a fairly 
well developed chest, less expansion on the right 
side, normal tactile fremitus, very moderate 
dullness over the right upper lobe both ante- 
riorly and posteriorly, decreased breath sounds 
over the right upper lobe with no definite rales, 
but granular breathing was distinctly noted. 
There was no whispering pectoriloquy. The 
breath sounds at the bases were somewhat 
harsh. Basal excursion was good. There was 
some decrease in the epicritic and pain sense in 
his lower legs. A small scar was noticed on 
the glans penis. Smears made from the mouth 
lesions revealed spirochetes without fusiform 
bacilli. Sputum collected carefully revealed spi- 
rochetes in great numbers. No fusiform bacilli 
were found. Our records show that the chest 
examination made in 1921 was almost identical 
with the one in October, 1923. Spirochetes 
identical with the present ones were found then. 
His weight at that time was 143. His labora- 
tory findings in July, 1921, were as follows: (1) 
sputum was thin, abundant, fetid, bloody, con- 
taining many spirochetes and no tubercle bacilli. 
(2) Blood: the Wassermann was 4 plus posi- 
tive. There were 4,100,000 red cells, 8500 
whites, a normal differential count, and hemo- 
globin 80 per cent. (8) The urine was nega- 
tive. (4) The spinal fluid was negative. (5) 
Guinea pig inoculation failed to reveal spiro- 
chetes or tubercle bacilli. An intratracheal in- 
jection of sputum into a rabbit was unsuccess- 
ful, as the rabbit died of sepsis and no spiro- 
chetes were found. In October, 1923, his spu- 
tum was identical with the report of July, 1921. 
The blood examination showed nothing of mo- 
ment. The red cells numbered 3,800,000, white 
cells 7600, with a normal differential count, 
hemoglobin 75 per cent, and a negative Wasser- 
mann. 

X-ray examination of his lungs in July, 1921, 
revealed a grayish opacity ranging from the 
right hilus area toward the right apex, but not 
infiltrating the apex itself. There were no other 
changes noted. Plates made in October, 1923, 
revealed only a slight increase in this opacity. 

During this period of over two years his con- 
dition has remained, with a few periods of im- 
provement and relapse, the same. 

The outstanding feature of this man’s case is 
its chronicity and the slow evolution of the dis- 
ease. Although lues is also present, he has re- 
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sisted the spirochetosis bronchialis infection well. 

His sputum was always blood-stained, very 
foul, thin and raised without effort. It contained 
great numbers of spirochetes, and never were 
fusiform bacilli. or tubercle bacilli found. The 
spirochetes in fresh films were at first very mo- 
tile, but soon lost their motility. They assumed 
various forms which changed rapidly. On 
stained films they stained with difficulty. In size 
they varied from eight to twenty microns. Time 
will not permit a detailed description of the or- 
ganism. 


The accompanying camera lucida draw- 
ings, made by Dr. Gibbs Milliken, of the 
University of Texas, illustrate the vari- 
ous forms found in this case. The draw- 
ings of typical microscopic fields also 
show their variations. 

It is our opinion that spirochetosis 
bronchialis is more prevalent than is com- 
monly thought, and, further, that its like- 
lihood in any pulmonary disorder should 


be considered. 
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DISCUSSION 


Dr. Louis Hamman, Baltimore, Md.—The 
recognition of spirochetal infection of the bron- 
chi and lungs is an important advance in the 
study of respiratory diseases. Dr. Greer has 
clearly outlined the clinical manifestations of 
the infection. In these infections it is altogether 
likely that the spirochete enters as a secondary 
invader. What we know of its activities in 
more accessible parts of the body leads us to be- 
lieve that it cannot attack healthy tissue, but gets 
a foothold only when tissue has been destroyed 
by trauma or disease. When once it gets a foot- 
hold it enters as an important factor in modify- 
ing the course of events. The longest known 
and best understood spirochetal infection is Vin- 
cent’s angina. In these throat and mouth infec- 
tions there is an almost constant association 
with a fusiform bacillus. This symbiosis has 
been noted in ulcerative and gangrenous lesions 
elsewhere ; for instance, in balanitis, vulvitis, 
otitis, ulcerative lesions about the nails, etc. 
The combination of spirilla and fusiform bacilli 
has also been noted in bronchial and pulmonary 
infections. Kline reports the association in 
three cases of pulmonary gangrene; an instance 
of pyopneumothorax reported from Vienna ex- 
hibited the symbiosis. In the case from the 
Johns Hopkins Hospital reported by Mason, the 
pleural fluid contained numerous spirilla and 
many bacilli and cocci, but no fusiform bacilli. 
Are the spirochetes that are found in bronchial 
and pulmonary lesions the same as those found 
in Vincent’s angina? The question cannot yet 
be answered, but there is growing evidence that 
they are, an important bit of evidence being the 
frequently found symbiosis with fusiform bacilli. 
If the identity of the two be established then 
bronchial and pulmonary spirochetosis will be 
the bronchial or pulmonary localization of Vin- 
cent’s disease. 

The subject is of the greatest interest to prac- 
ticing physicians because evidence is accumulat- 
ing to show that the infection is by no means 
rare and recognition of the condition is re- 
warded by the satisfactory résults of treatment. 


Dr. C. C. Bass, New Orleans, La.—It has been 
a matter of great interest that the spirochetes 
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as originally found by Castellani in bronchial 
spirochetosis have not been, up to now, differ- 
entiated from the spirochetes of Vincent’s an- 
gina. The fact that they resemble very much 
those of Vincent’s angina and cannot be differ- 
entiated from them, and the fact that they are 
to be found in apparently healthy individuals, 
still further suggests the possibility that we are 
dealing with a secondary infection. 

A number of cases of gangrene of the lung in 
which spirochetes of this type have been demon- 
strated and appear to have been the only organ- 
isms present, suggest that possibly they are ca- 
pable of attacking tissue. On the other hand, 
it must be remembered that the most favorable 
culture media for spirochetes is dead tissue, tis- 
sue that has not been merely altered, but devital- 
ized or killed. It does not take a very wide 
stretch of the imagination to believe that indi- 
viduals who are carrying these spirochetes, per- 
haps just as other individuals carry other in- 
fections, might have received damage to lung 
and bronchial tissue and then naturally the or- 
ganisms would rapidly multiply. It is not quite 
so easy to understand, however, their attacking 
the bronchi. 

The cases suggest the importance of examin- 
ing the sputum in patients with bronchitis in 
which there is blood or blood-stained sputum. 
In the event that the examination is indefinite 
or the source of spirochetes found is in doubt, a 
very simple procedure is, as already suggested, 
to wash the particles of sputum which are spread 
on a slide for examination. 


Dr. Greer (closing).—Dr. Hamman _ brought 
out the question of the possibility of the spiro- 
chetosis infection’s being identical with that 
of Vincent’s angina, with an organism that 
has been probably changed somewhat by loca- 
tion. Personally that has been my impression. 
from perusing the literature on the subject, al- 
though these organisms are undoubtedly differ- 
ent and act very differently in fresh films. I 
think eventually it will be proven that spiroche- 
tosis bronchialis is associated in some way with 
Vincent’s angina. 


TUBERCULOSIS IN INFANTS* 


By Oscar M. ScHLoss, M.D., 
New York, N. Y. 


It is not my purpose to discuss the en- 
tire subject of tuberculosis in infants, but 
simply to take up that part which has a 
bearing on the diagnosis and treatment. 
In infancy and early childhood the cura- 
ble stage of the disease is exceedingly dif- 
ficult to recognize. The manifest form of 
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the disease is usually general miliary tu- 
berculosis which is fatal inevitably. 

Tuberculosis in infants can be divided 
into primary, secondary and _ tertiary 
stages. Of the primary stage we know 
very little except that it is assumed that 
at the time the micro-organisms enter the 
body there is an initial lesion of some 
kind. The secondary stage in infants is 
an important one. From the primary le- 
sion the lymphatic glands become _ in- 
volved and it is here that the fate of the 
individual is decided. When the disease 
involves the lymph nodes it may become 
latent, it may heal, or it may spread rap- 
idly. In very young infants rapid heal- 
ing very rarely occurs. From this second- 
ary focus originate the so-called tertiary 
lesions which form the clinically recog- 
nized forms of tuberculosis with which 
we are so very familiar. Unfortunately in 
young infants this stage of tuberculosis is 
practically always a general miliary tu- 
berculosis. Very rarely there are isolated 
lesions in bones and joints, in the viscera 
or serous membranes. The older: the in- 
fant or child the more likely is the ter- 
tiary lesion to be localized instead of gen- 
eral, leading to involvement which is more 
easily recognized and of more favorable 
prognosis. 

For practical consideration the portals 
of entry in infantile tuberculosis are ordi- 
narily two, either pulmonary or enteric. 
The rarer modes of entry, such as through 
the tonsils or skin, are usually readily 
recognized and consideration of these is 
beyond the scope of this paper. In the 
pulmonary form of the disease it would 
seem at the present time that the concep- 
tion of Ghon is the most acceptable and 
best in accord with the available evidence. 
On entry, the tubercle bacilli cause a small 
local pulmonary lesion which heals very 
rapidly and causes no symptoms what- 
ever. From this primary lesion, however, 
arises an infection of the mediastinal 
lymph nodes and it is here that the fate 
of the organism is decided. The disease 
may heal in rare instances. It may lie 
latent for a long period of time. It may 
spread very rapidly and give rise to gen- 
eral tuberculosis or to a localized lesion. 
In the enteric form of infection which is 
due probably in most instances.to the 
bovine bacillus, we do not know at the 
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present time the nature of the primary 
lesion, or whether a definite one compar- 
able to the pulmonary lesion of Ghon oc- 
curs at all. We do not know whether 
there occurs in the mucous membrane of 
the intestine a local lesion or whether the 
tubercle bacilli may pass through the in- 
testinal wall without producing a local 
lesion. There have been a considerable 
number of observations on this subject, 
but it is at present quite undecided. It is 
sufficient for our information to know 
that there occurs a secondary lesion in 
the mesenteric lymph nodes and here the 
focal disease follows the same course as 
it may pursue in the mediastinal glands. 

No consideration of tuberculosis can 
evade the important question of preven- 
tion and before discussing diagnosis I 
shall have a few words to say on this sub- 
ject. Preventive measures which are 
widespread and due to the activity of 
many agencies have done much to limit 
the infection of young individuals. The 
ideal, of course, would be absolute preven- 
tion, but until we are able to recognize 
tuberculosis in the adult earlier this result 
will probably not be obtained. It is there- 
fore probable that for many years to come 
we shall be confronted with tuberculosis 
in young infants. 

About the enteric form of infection I 
think there is a little to be said. In most 
instances it is due to the bovine bacillus 
and is usually a milk-born infection. In 
the greater number of larger cities today 
all the milk for general consumption must 
be either pasteurized or certified. Milk 
properly pasteurized is, of course, free 
from living tubercle bacilli. I question 
whether the same can be said of certified 
milk at the present time. I think most 
of us are in the habit of boiling all milk 
for infant feeding. This is done partly 
for reasons other than the prevention of 
tuberculosis. The lack of protection from 
certified milk may arise from two sources. 
An animal very recently infected with tu- 
berculosis may be admitted into a herd at 
which time the test is negative. In such 
instances it is possible for the disease to 
involve the udder and to be transmitted 
to other animals before the next tubercu- 
lin test reveals the infection. A second 
cause of danger is the fact that the reac- 
tivity to tuberculin of an infected animal 
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can be suppressed by giving a large dose 
of tuberculin. This renders it possible for 
dishonest dealers successfully to dispose 
of infected cows as_ tuberculosis-free. 
How great is the danger from certified 
milk cannot be stated. Certainly it is 
small, but it is equally certain that to some 
degree the danger is real as is attested by 
actual experience. It therefore seems to 
me that the whole problem must resolve 
itself into the answer of the compara- 
tively simple question whether the good 
that can arise from the feeding of raw cer- 
tified milk is greater than the danger of 
the transmission of infection with the 
bovine tubercle bacillus in this way. Bo- 
vine tuberculosis is certainly a factor to 
be reckoned with, as it probably com- 
prises, at least in a number of cities in 
this country, from 12 to 25 per cent of the 
tuberculous infections in early life. 

In regard to symptomatology it is per- 
fectly obvious that if we are to do any- 
thing in controlling the large mortality of 
tuberculosis in infants the disease must 
be recognized in its secondary or glandu- 
lar stage. It is rather interesting that the 
diagnosis of tuberculosis in infancy is 
made more often in hospital patients than 
in private patients and the reason is obvi- 
ously that all patients entering the hospi- 
tal are subjected to a very careful study, 
including a routine tuberculin test. I have 
been interested in going over the histo- 
ries of infants with tuberculosis in which 
the families were sufficiently intelligent 
to give very careful and reliable histories 
and in practically all of these cases there 
was a period in the infant’s life during 
which there were present definite symp- 
toms almost unquestionably due to the sec- 
ondary or glandular stage of tuberculosis. 
These symptoms were often very mild. 
They -were not definite and could have 
been due to other causes, but they were 
present in nearly all cases. The most 
prominent was the history of a period 
during which the infant who had previ- 
ously thrived did not do so well. There 
was failure to gain and there was definite 
pallor. In practically all in which the 
temperature was taken there was a his- 
tory of a low grade of fever and often- 
times a rise to 101 degrees or more. In 
cases of the pulmonary form there was in 
most cases a history of cough. The cough, 
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as a rule, was infrequent and mild, but it 
was persistent. In a few cases of enteric 
infections there were similar symptoms. 
The general symptoms were practically 
identical with those present in the pulmo- 
nary form with the exception of cough. In 
both groups of cases there was at times 
a tendency to vomiting and diarrhea. Such 
symptoms may last only a short period of 
time, a few weeks, a month or two, and 
may then disappear. The symptoms due 
to the infection may continue and grad- 
ually merge into symptoms of tuberculous 
meningitis or acute general miliary tuber- 
culosis. As all of you know, there is 
rarely the development of an extreme de- 
gree of emaciation such as is commonly 
supposed to accompany tuberculosis in in- 
fancy. I am sure we have all been struck 
at numerous times by the fact and have 
remarked upon it that an infant may come 
into the hospital with tuberculous menin- 
git’s or general miliary tuberculosis with 
slight if any impairment of its nutrition. 
In other words, we have to deal in infants 
with a secondary or glandular state of tu- 
berculosis which causes very few symp- 
toms, which does not make the infant par- 
ticularly ill, from which very. rapidly gen- 
eral tuberculosis develops. In the recog- 
nition of the secondary stage the physical 
signs are unfortunately of little use. It 
is only in cases where there is a tremen- 
dous enlargement of the mediastinal or 
mesenteric lymph nodes that we get defi- 
nite physical signs. I will not enter upon 
a discussion of the usefulness of D’Es- 
pine’s sign because in small infants it is 
very difficult to elicit and in my experi- 
ence is of little value unless the granular 
enlargement is of great degree. Greatly 
enlarged mesenteric lymph nodes may be 
palpated in some cases, leading to a pre- 
sumptive diagnosis which may be con- 
firmed by a tuberculin test. There are 
only two objective means at our disposal 
which should enable us to make a definite 
diagnosis in the pulmonary form. One is 
the use of the tuberculin test and the 
other is the information given by the 
x-ray. In regard to the tuberculin test I 
think we have all come to appreciate the 
fact that the cutaneous dose alone is not 
sufficient and that in suspicious cases one 
should resort to the intracutaneous test, 
using at least 0.2 milligrams of tuberculin 
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before one can consider the test negative. 
By these two means most of the cases can 
be recognized, for in the young individual 
a positive tuberculin test is always of sig- 
nificance. 

Up to the last few years in young in- 
fants a positive tuberculin test alone was 
considered of practically fatal prognostic 
import. It was generally felt that the 
resistance of young infants to tuberculous 
infections was low and that once infected 
a catastrophe would almost invariably oc- 
cur. That this is true in many instances 
there can be no question. For some years 
I was connected with an institution which 
dealt with a great number of supposedly 
well infants. These infants on admission 
to the institution and before being sent to 
foster homes were all tested with tuber- 
culin. A large number of those with posi- 
tive cutaneous tests succumbed to tuber- 
culous meningitis or general miliary tu- 
berculosis within a year or so. The re- 
sults, however, among the better classes 
where appropriate treatment can be 
given are very different. I have been in 
contact with, or have knowledge of a 
number of cases in private practice where 
the disease was recognized early and the 
parents were in position to give the in- 
fants appropriate treatment. In these 
cases there were only two fatalities, 
which is in marked contrast to the usual 
experience, and I think furnishes suf- 
ficient evidence that tuberculosis in in- 
fancy recognized at the proper time is 
far from being an entirely hopeless condi- 
tion. Indeed, it is my belief that if recog- 
nized early in the secondary stage when 
the infant is in a fair condition of nutri- 
tion, the prognosis is not extremely grave 
provided proper care and treatment are 
available. 


In regard to the treatment there is very 
little to say. It is essentially the same as 
for other forms of tuberculosis. The in- 
fant is kept out of doors constantly. The 
food is carefully regulated, giving proper 
amounts, avoiding overfeeding and par- 
ticularly overfeeding with fat, and mak- 
ing every effort to avoid digestive symp- 
toms. The use of heliotherapy is of the 
greatest value. In addition to direct sun- 
light the ultraviolet light is of use in sup- 
plementing treatment with the sun’s rays. 
It is used on the days when the sun does 
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not shine. The object should be in the 
use of both to produce a very marked tan- 
ning of the skin. Of the greatest impor- 
tance is the prevention of infections, espe- 
cially measles, whooping cough and com- 
mon colds. To insure this protection the 
infant should be carefully isolated from 
all sources of infection, either actual or 
potential. 


In conclusion, I wish to summarize very 
briefly the important feature of tubercu- 
losis in young infants. Most if not all in- 
fants succumbing to generalized tubercu- 
losis have passed through a stage during 
which the disease was localized and latent 
and if the disease had been recognized at 
that time the chances for effective treat- 
ment would have been good. 


TETANY IN A BREAST-FED BABY 
WITH A DECIDED INCREASE IN 
CONVULSIONS AFTER RE- 
CEIVING SALINE HYPO- 
DERMOCLYSIS* 


By CHARLES E. ConrabD, M.D., 
Harrisonburg, Va. 


This case was a breast-fed baby which 
had severe convulsive seizures after hav- 
ing received a saline hypodermoclysis. 


B. McD. was 14 months old. She had been 
normally delivered and her birth weight was 8 
pounds. 

Her father, mother and two other children were 
living and well. There had been no miscarriages, 
no history of convulsions with either of the 
other children and none previous to this with the 
patient. 

The baby had not had any previous acute ill- 
ness. She was breast fed. Her nursing hours 
were irregular, and for the preceding two months 
she had been given 4 ounces of cow’s milk a day in 
addition to the breast. 

She had been fretful for several weeks, and 
the day before the present illness the mother had 
given her a small amount of huckleberry juice. 
I question whether this was limited to the juice. 

April 23, 1922, she vomited twice. 

April 24 she had two convulsions. 

April 25 she had several severe convulsions. 


April 26 she had several convulsions during the 
day, which became worse about midnight, and 
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from then until 8 a. m. April 27 she had a con- 
vulsion every ten to twenty minutes. She had 
been given castor oil every day since the begin- 
ning of the illness, with two stools a day as a 
result. She had been given sodium bromid for the 
convulsions, 100 grains in the preceding 10 hours. 


I saw her in consultation first at 9:30 a. m. 
on April 27. At that time, examination showed 
a well developed baby, dull and stupid from bro- 
mids, but if disturbed quite restless with carpo- 
pedal spasm; skin, dry; fontenelle, open (1 in. x 
1 in.) and depressed; sutures, closed; no cranio- 
tabes; eyes showed slight nystagmus but no 
strabismus; pupils equal and reacted to light; 
ears, normal to inspection; tongue, coated; five 
teeth; tonsils, small and apparently normal; 
lymph nodes, normal; thorax, well formed; no 
beading; heart and lungs normal to percussion 
and auscultation; abdomen, soft and no disten- 
sion; no abnormal masses felt; liver, one-half 
inch below the costal margin; spleen not palpa- 
ble; patella reflex, very active; no ankle clonus; 
and no epiphyseal enlargement. 

Chvostek and Trousseau signs were both posi- 
tive. On pressing down the tongue to examine 
the throat she showed laryngospasm with an in- 
spiratory crow. Her rectal temperature was 99 
degrees Fahrenheit, pulse 80, good volume, and 
respiration 30. The highest temperature previ- 
ous to my seeing her was 100 degrees, this being 
taken by axilla. 

I made a diagnosis of tetany and prescribed 
calcium lactate, grains 10 every three hours, also 
a mixtura Rhei et Sodii, dram one t. i, d. The 
baby showed improvement as to tetany, not hav- 
ing any.convulsions after April 30 until given 
the saline hypodermoclysis May 4, which I shall 
take up later. 

I did not see her again until May 4, when she 
was brought into the hospital in a very critical 
condition, showing severe dehydration, with fon- 
tenelle sunken and pulse rapid and weak. On 
account of the dehydration, I ordered a normal 
saline hypodermoclysis of 120 mils to be given at 
10 p. m. and repeated at 7 a. m. The nurse re- 
ported to me the following morning that one 
hour afte: giving the first hypodermoclysis, or 
about 11 p. m., the baby began to have convul- 
sions, the first she had had since April 30. These 
continued through the night at intervals of one 
hour. After the second hypodermoclysis, which 
was given at 7 a. m., she developed at about 8 
a. m, a state of practically continuous convul- 
sions, in which state I saw her at 8:30 a. m. 
Had I known of the convulsions during the night 
I would not have had the second hypodermoclysis 
given. I gave her calcium bromid by rectum 
and into the stomach by means of a tube. I saw 
her next at 1 p. m., and as she had not relaxed, 
I gave her a hypodermic of 1/30 grain of mor- 
phia* sulphate. This quieted her and she re- 
laxed. After this she had.no more convulsions, 
but would show carpopedal spasm when dis- 
turbed for the next two days. Six hours. after 
giving her the morphia I put. her on calcium 
bromid, grains 5, and calcium chlorid, grains 10, 
every four hours. The bromid was omitted after 
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five days. Not being able to obtain any mother’s 
milk, I put her on cereals, orange juice and a 
weak dilution of Klim. This was gradually in- 
creased in strength. She continued to improve 
and was discharged from the hospital 12 days 
after admission. At the time of her discharge 
she had gained one pound in weight and was 
having two normal stools a day. The only nerv- 
ous symptom was a mild Chvostek. When sent 
home she was placed on cod liver oil, 10 drops 
three times a day, and calcium chlorid, grains 
10, three times a day. 

After being home for two weeks, the family 
physician had her put back on the breast. The 
mother stated that the milk returned, but after 
being on the breast for one week the baby began 
to show mild convulsions again. From her de- 
scription I do not think they were generalized 
convulsions, but simply carpopedal spasms. The 
family physician discontinued the calcium chlorid, 
which I had instructed to be given for some 
weeks, and was giving sodium bromid. I was 
called to see her in consultation again and put 
her back on calcium chlorid and Klim. I did not 
see the baby again until July 2, at which time 
she was doing splendidly. The father stated 
that the baby had had no further trouble since 
the last time I saw her. 

I heard from the baby in August this year, 
which is a little over a year since her trouble, 
and she has had no more convulsions. 


SUMMARY 


_ The convulsions which the baby had in 
the hospital were unquestionably due to 
the saline solution I gave her and: I feel 
the mother’s milk was at fault, as she be- 
gan to show signs of returning active 
tetany when placed back on it. It was 
discontinued entirely, and the baby has 
shown no returning signs of tetany for 
over a year. 


DISCUSSION 


Dr. Arthur A. Shawkey, Charleston, W. Va.— 
No doubt an explanation of the very interesting 
phenomena of this case can be found in the field 
of biochemistry. I want to call attention to one 
feature of the case which if it is not the real 
cause of the trouble is at least back of the real 
cause, as is true in a very large percentage of 
cases of all sick children, namely, a very bad 
feeding history. 

Here is a child fourteen months old, nursed 
very often, no record of how often, and no men- 
tion of any food other than the mother’s milk. 
No vegetables have been given. 

I would like to place a little emphasis upon 
what Dr. McCormack said this morning about 
ignorance in the feeding of children. Those of 


us who have a few “silver threads among the 
gold” can very well remember that in our pri- 
mary medical courses we were taught nothing 
about the feeding of infants and children. 
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MULTIPLE MYELOMA WITH RE- 
PORT OF TWO CASES*+ 


By JOHN W. Scott, M.D., 
Lexington, Ky. 


It is the purpose of this paper to report 
two cases of multiple myeloma which have 
been under observation in the past year 
and to note some unusual features which 
they present. These features seem to 
justify this report, although neither case 
came to necropsy, one being still alive and 
necropsy having been refused in the other. 

Multipie myeloma is a neoplastic dis- 
ease of the bone marrow characterized 
“by foci of growth arising in different parts of 
the marrow system at approximately the same 
time, the individual tumors springing from cer- 
tain primitive cells of the blood-forming series” 
(Symmers).! 

Whether these cells are always myelo- 
blasts (Symmers)! or whether they may 
also arise from a sort of bone plasma ceH 
(MacCallum)? or from lymphocytes or 
even erythroblasts (Ewing)® is unsettled. 
These distinctions, however, lie in the pa- 
thology alone and are _ indistinguishable 
clinically, all proceeding to fatal termina- 
tion. 

The growing tumor masses encroach 
upon the surrounding bone and extend to 
the cortex. Erosion or atrophy’ rather 
than erosion by tumor apposition 
(Wright)* takes place, sometimes resuit- 
ing in fracture. However, as Wells® 
points out, instead of the cortex’s suffer- 
ing erosion, increasing pressure in the tu- 
mor mass due to its unyielding bony en- 
casement may result in cutting off the 
blood supply in the tumor itself, then ne- 
crosis, hemorrhage into the necrotic area, 
failure to organize the clot, due again to 
the bony shell, and finally, a tumor of 
hemorrhagic type showing none of the 
characteristics of the original neoplasm 
may occur. 

The most frequent sites of these tumors 
are the flat bones and the bodies of the 
vertebrae, although they may occur in 


*Read in Section on Medicine, Southern Medical Associa- 
tion, Seventeenth Annual Meeting, Washington, D. C., Nov. 
12-15, 1923. 

tAcknowledgment is made to Dr. Louis Hamman for many 
suggestions and for permission to report one of thes cases. 
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any bone. They metastasize rarely, 
though that metastasis does occur has 
been shown by Pepper and Pearce® in an 
analysis of a number of reported cases in 
which foci were found in the liver, spleen, 
ovary, tonsils and lymph nodes, and in 
one case of their own in which cells iden- 
tical with the neoplasm were found in the 
liver and spleen. Symmers! would clas- 
sify none of the reported>metastases ex- 
cept one of Christian’s? and one of his 
own as true metastases by cell trans- 
plantation. 


While von Rustizsky,® in 1873, de- 
scribed these bone lesions as multiple mye- 
loma, and while Bence-Jones® in 1847 de- 
scribed the “New substance occurring in 
the urine of a patient with mollities os- 
sium,” the substance now known as the 
Bence-Jones protein, it was not until 1889 
that Kahler® noted the relationship be- 
tween this neoplastic disease of the bones 
and the peculiar protein first described by 
Bence-Jones. In.1916 Martiri® compiled 
204 cases and added one. In 1920, Wall- 
gren® was able to find only 118 cases that 
had come to necropsy. It is, then, of in- 
frequent occurrence, although there is a 
large number of cases unrecognized on ac- 
count of the obscurity of the symptoms 
and frequent mistaking of the Bence- 
Jones body for serum albumin. 

The etiology is obscure, its incidence 
according to Ewing? in males and females 
is as 19 to 7 and, usually, in individuals 
over 35 years of age. (One of our cases 
was a woman of 32.) Trauma seems an 
unlikely cause, though many cases have 
followed injury. No relation to infec- 
tions has been shown. Stokvis, according 
to Ewing, reports the disease in two broth- 


ers. Cantieri!® describes a case which he . 


attributes, inconclusively, it seems, to 
starvation self-inflicted to avoid military 
service. 

The chief diagnostic factor is the Bence- 
Jones body. More than 80 per cent of 
cases of myeloma occur in association 
with it. This body is also found in other 
conditions, though most of these are not 
unrelated to the bone marrow, being in 
the main leukemias, metastases of tumors 
to the bones, or bone tumors of various 
sorts (Boggs and Guthrie" '7), some of 
the latter, presumably, myelomata which 
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have lost their identity in the manner de- 
scribed by Wells. Micheli'* reports the 
body in a case of lymphosarcomatous tu- 
mor of the bone marrow without macro- 
scopically or histologically demonstrable 
lesion of the bone marrow of metastatic, 
myelomatous or leukemic type. Miller 
and Baetjer’* have reported five cases “in 
which there was complete absence of bone 
marrow, bone or blood disease so far as 
modern methods could detect them.” Two 
of these were definite nephritics; the other 
three, though showing numerous casts, 
had normal kidney function. These cases 
had not come to necropsy and the authors, 
quoting Taylor, Miller and Sweet, who 
found-definite widespread myeloma at ne- 
cropsy, unrevealed by the roentgen ray, 
agreed with the observation of Vance that 
in no case of Bence-Jones proteinuria have 
bones or bone marrow been definitely 
proven free of some pathologic process. 
(Micheli’s case just referred to seems to 
contradict this.) 


In this connection the question arises 
whether the excretion of the protein, with 
small areas of myeloma which had es- 
caped recognition, might not have been 
the cause of the nephritis as suggested by 
Rosenbloom quoting Stokvis,* who caused 
nephritis in dogs by repeated injections of 
one of the proteoses. One of the cases to 
be reported here, excreting a _ large 
amount of the protein, with severe ne- 
phritis and very low kidney function, yet 
with very small areas of demenstrable «is- 
ease, suggests the possibility of failure to 
detect areas of myeloma by roentgen- 
ography if these should be confined to such 
places as the dorsal spine and the sternum, 
which are at once frequent sites of the ~ 
disease and difficult of satisfactory roent- 
genography.* 

Granted that the Bence-Jones protein is 
not pathognomonic of multiple myeloma, 
it is of prime importance in diagnosis par- 
ticularly because of the indefinite symp- 
toms presented by most of the cases. It 
should be found routinely and should serve 
to suggest myeloma. The clinician should 
not be required to suggest search for the 
protein. On account of the relative in- 


*Dr. Miller has just told me that two of these cases came 
to necropsy after the publication of his paper and that no 
ksion of bone or bone marrow was found. 
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frequency of its occurrence this often es- 
capes notice even in hands ordinarily 
careful, 

That it is a true protein is shown by its 
nitrogen partition and other criteria. 
There are many characteristic reactions, 
a few simple ones sufficing to identify it: 


(1) Coagulation occurs between 42 and 
60 degrees Centigrade, depending upon the 
degree of acidity and the salt content of 
the urine. Coagulation occurring soon 
after the test tube meets the flame should 
attract attention. As the temperature is 
increased to the boiling point solution oc- 
curs. 
pending upon the degree of acidity and 
salt concentration. As it is allowed to 
cool precipitation again occurs about 60 
degrees Centigrade. Small, sticky coagula 
adhering to the side of the test tube are 
suggestive. 

(2) Heavy precipitation on the addi- 
tion of two volumes of saturated solution 
of ammonium sulphate distinguishes it 
from serum albumin in which precipita- 
tion occurs only on saturation of the solu- 
tion with ammonium sulphate. 

(3) Heavy precipitation occurs on the 
addition of two volumes of 95 per cent al- 
cohol. 

(4) A heavy ring appears on laying the 
urine over concentrated hydrochloric acid. 

This body has been precipitated in crvys- 
talline form, but with great difficulty. 
Some observers have seen urine milky 
when voided and Rosenbloom!’ reports a 
spontaneous amorphous precipitate. A 


case reported by both Wilson’® and Wal-’ 


ters!’ was the only instance, according to 
Wilson, previous to one of our cases, in 
whick spontaneous crystallization was re- 
ported as occurring within a few hours of 
voiding. Bramwell and Paton,!® however, 
in 1892, reported the occurrence in urine 
sometimes on standing “a day or two” 
and sometimes after standing several 
weeks of a copious white precipitate 
which, when mixed with the supernatant 
urine, gave the luster of watered silk. 
On microscopic examination this was 
found to be composed of large elongated 
rhombic crystals lying either singly or in 
rosettes. Bramwell and Paton considered 
these crystals a globulin, “the first to be 
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recovered and examined from the animal 
body in crystalline form.” Krauss,'® 
however, evidently in view of the mor- 
phology and reactions which Bramwell 
and Paton’® describe, believes them to 
have been those of the Bence-Jones pro- 
tein, the first instance in which the latter 
were described as occurring in crystalline 
form. 

Interesting immunological differences in 
the Bence-Jones protein from different 
sources, and between it and blood serum, 
have been shown by Bayne-Jones”’ and 
Wilson*! demonstrating that there are, by 
this criterion at least, two or three of 
these bodies. One of these was the spon- 
taneously crystallized protein of the Wal 
ters case and this, being purer, gave more 
definite precipitin and anaphylactic reac- 
tions than did those in solution or those 
obtained by coagulation or precipitation. 

The source of the body has been vari- 
ously explained. It seems beyond doubt 
that it is not derived from the tumor cells, 
and the large amount ordinarily excreted 
speaks strongly against this. One of our 
cases whose demonstrated areas of disease 
are very small must have in the last two 
years excreted about 7 kilograms of the 
protein and has gained 13.5 kilograms in 
weight in the same period. Now on a low 
protein diet (about 0.87 grams per kilo- 
gram) he is apparently maintaining his 
nitrogen balance and excreting daily 
about 2000 mils of urine with usually 5 
grams of the protein to the liter. This ex- 
cretion, so large in relation to the appar- 
ent extent of the lesion, is in striking con- 
trast to the low excretion in non-myeloma 
cases, such as leukemia, for example, and 
supports the theory that a toxin from 
the neoplasm so influences endogenous 
metabolism that this body escapes through 
the kidney before its catabolism is com- 
plete. This is the view of Hopkins and 
Savory” after studies of metabolism and 
the effect of diet. Walters!” has shown, as 
did Hopkins and Savory”? ten years pre- 
viously, that the amount and kind of 
protein ingested has no influence on the 
amount of the Bence-Jones body excreted. 

Until palpable tumors or deformities 
have occurred, the physical findings are 
apt to be quite out of proportion to the 
evident severity of the disease. 


Vol. XVII No. 7 


The severe pain of a destructive lesion 
of bone is usually the presenting com- 
plaint. As bone destruction goes on there 
may be fracture or deformity with its re- 
sulting damage to underlying organs such 
as the spinal cord and the lungs. Sooner 
or later secondary anemia occurs. In one 
of our cases, however, with severe anemia 
the color index has been always one or 
more than one. 


Nephritis of the nitrogen retention type 
seems to have been present in most of the 
cases, though considers seri- 
ously impaired kidney function rare. Both 
of our cases had very high nitrogen reten- 
tion, low ’phthalein excretion, and definite 
uremia with hypotension. One died in 
uremic coma and the other had a uremic 
attack. The disease terminates fatally in 
from three months to eight years. 


Treatment is wholly palliative. Massive 
doses of radium have been successful in 
relieving pain. 


Case 1—W. T. S., a merchant, aged 59, came 
to us in May, 1921, through the courtesy of Dr. 
C. L. Wheeler, complaining of weakness and loss 
of weight. His illness had begun 18 months be- 
fore with these symptoms and, at the time he 
presented himself, pain in the back, weakness, a 
loss of 20 pounds in weight, some dyspnea on 
exertion, and nocturnal polyuria were his only 
symptoms. He was a well developed, very intel- 
ligent white man, pale and poorly nourished. 
The radial and temporal arteries were rather 
hard. There was a smooth bone-like elevation on 
the left parietal bone which was not tender and 
over which the skin was freely movable (this 
the patient said had been present since he could 
remember). There was a soft, movable, doughy 
tumor, apparently a lipoma, under the skin along 
the lower part of dorsal spine, which had been 
present for many years. The heart was not en- 
larged, and there was a blowing systolic murmur 
at the apex. The blood pressure was 140 systolic 
and 60 diastolic. The blood Wassermann was neg- 
ative. The hemoglobin was 48 per cent (Dare). 
The red blood cells were 2,400,000, the white 8800 
with polymorphonuclears 67 per cent, small lym- 
phocytes 20 per cent, and large lymphocytes 13 
per cent. There was moderate anisocytosis, but 
there were no nucleated red cells and no para- 
sites and the smear was otherwise negative. 
The specific gravity of the urine was 1010 and 
there was a trace of albumin. Special examina- 
tion for Bence-Jones protein was not asked for 
and the body was not found. There were a con- 
siderable number of hyaline casts. The ’phtha- 
lein excretion was 5 per cent in two hours. There 
were 53 milligrams of urea nitrogen and 4.5 mil- 
ligrams of creatinin per 100 mils of blood. 


The stool was negative for blood and para- 
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sites. Diagnosis of nephritis of nitrogen re- 
tention type was made on the low ’phthalein ex- 


cretion and the high nitrogen retention. For a- 


time improvement followed on a low protein, 
high carbohydrate diet, but he again lost weight. 
and strength and in September, 1921, was re- 
ferred to Dr. Louis Hamman. While in his care 
the Bence-Jones protein in large amounts was 
found and small areas of rarefaction were found 
in the cranial bones, making the diagnosis of mul- 
tiple myeloma. Although the laboratory findings 
were much more complete than those previously 
done, they did not differ materially except for 
the finding of the Bence-Jones body. The color 
index was 1.04. The blood urea nitrogen was 
higher, 71.5 milligrams per 100 mils, and the 
creatinin lower, 3.8 milligrams per 100 mils. 
The Mosenthal concentration test showed a range 
of 2 at a low level of specific gravity. 

He returned home in October, 1921. His course 
since has shown general improvement, though 
he had a severe uremic attack, with hiccough last- 
ing 11 days, in December, 1922. He has gained 
30 pounds in the two years. The hemoglobin is 
60 per cent with red blood cells 2,800,000 and a 
color index of 1.07. The urine shows constantly 
Bence-Jones protein averaging 5 grams per liter 
and in September, 1923, 2 grams of serum albu- 
min per liter without casts. The ’phthalein ex- 
cretion was 3.6 per cent in two hours, blood urea 
nitrogen was 95.2 and creatinin 4.3 milligrams 
per 100 mils of blood. Roentgenography re- 
vealed some advance in the areas of rarefaction 
in the parietal and occipital bones, a similar 
area in the body of the fifth lumbar vertebra, 
and suspicious areas in the carpal bones. There 
was the dense shadow of calcification of the iliac 
arteries and those of the extremities, The shadow 
of the left kidney was much enlarged. 


Case I1].—Mrs. G. C. W., aged 32, married, re- 
ferred by Dr. W. M. Elliott, of Lancaster, Ky., 
through the courtesy of Dr. C. L. Wheeler, was 
first seen by me on December 11, 1922. She 
complained of pain in the left shoulder and of 
progressive loss of strength. Her family and 
previous history presented nothing of impor- 
tance. Her illness had begun eight months pre- 
viously with great pain in the lower part of 
the right side of the chest. After two or three 
weeks this became less severe, but three months 
later severe pain appeared along the dorsal spine 
and in the right side of the chest. At the same 
time a large amount of albumin in the urine had 
been reported and a diagnosis of nephritis had 
been made. She continued to lose weight and 
strength and five weeks before admission to the 
hospital had suffered great increase of pain un- 
der the right scapula. Since that time she had 
been confined to bed. About December she had 
a frank hematuria and was seen by Dr. C. L. 
Wheeler, who found, on cystoscopy, slight conges- 
tion of the right ureteral orifice. The trigone 
was reddened, with one ecchymotic spot. Guinea 
pig inoculation with the urine was negative. 

Dr. Wheeler referred her to us and on admis- 
sion, in addition to the presenting complaint of 
pain in the. left shoulder, and weakness, there 
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was severe cough with mucopurulent expectora- 
tion and nausea and occasional vomiting. Phys- 
ical examination was typical in that the findings 
were entirely out of proportion to the evident 
severity of the disease. She was a young white 
woman about 62 inches in height and weighing 
about 85 pounds, pale, poorly nourished, being 
moved in bed with much difficulty on account of 
pain in the left shoulder and back. In the lungs 
there were a good many scattered moist rales 
without significant changes in note or breath 
sounds. Examination was otherwise negative 
and there were no palpable tumor masses. The 
blood pressure was 110 systolic and 80 diastolic. 
The blood Wassermann was negative; the hemo- 
globin 36 per cent; the red blood cells were 2,- 
288,000; the white blood cells 10,400; polymorpho- 
nuclears 60 per cent; mononuclears 40 per cent. 
The blood urea nitrogen was 32 milligrams, uric 
acid 7 milligrams, creatinin 5 milligrams, and 
sugar 140 milligrams per 100 mils of blood. The 
*phthalein excretion was less than 1 per cent in 
two hours. The specific gravity of the urine was 
1012. It was acid and the Bence-Jones body was 
present, 5 grams per liter. 

There was a heavy white precipitate of pecu- 
liar silvery luster, found to be composed of 
greatly elongated rhombic crystals. The heavy 
deposit of crystals was washed several times with 
ice water and the following properties were noted 
by my associate, Dr. F. M. Massie: 

(1) They were soluble in warm water at body 
temperature, soluble also in weak acid and in 
weak alkali, insoluble in alcohol, ether and chlo- 
roform. After solution in warm water coagula- 
tion occurred at 55 degrees Centigrade. This 
was complete at 70 degrees Centigrade and re- 
solution was complete on boiling for several min- 
utes. The precipitate reappeared in amorphous 
form on cooling. Faintly acidifying the watery 
solution of the crystals caused more rapid coagu- 
lation at 55 degrees, and strongly acidifying it 
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prevented coagulation. The crystals when dis- 
solved in weak acid or alkali could not be pre- 
cipitated in either crystalline or amorphous form 
by neutralization, thus differing from the reac- 
tion of ordinary metaproteins. Later in the 
course of the disease the rhombic crystals were 
replaced by others having the appearance of a 
chestnut burr of a diameter about twice that of 
a white blood cell. Elongated rhombic crystals 
were also present but in relatively small amount, 
and the burr-shaped bodies, while presumably 
formed by agglutination of rhombic crystals, had 
a more homogeneous appearance and did not 
show the component crystals so clearly as did 
those of Walters’ case. 

Roentgenograms of the skull, chest, lumbar re- 
gion, pelvis and long bones revealed: 

(1) In the skull, chiefly in the parietal and 
frontal bones, numerous sharply defined, circular 
areas of rarefaction varying from pin point size 
to 0.5 centimeters in diameter. 

(2) In the chest were scattered areas of mot- 
tling throughout both lung fields; in the ribs ir- 
regular areas of rarefaction and in some _ in- 
stances apparent destruction of the entire thick- 
ness of the rib for an inch or more. There was 
a well defined shadow indicating a tumor mass 
5 x 2 centimeters under the right scapula. The 
continuity of two ribs was lost in this mass. 

(3) In the lumbar spine were innumerable 
small discrete areas of rarefaction, some coa- 
lescing into larger areas and numerous similar, 
but large and irregular, areas in the tenth, elev- 
enth and twelfth ribs. 

(4) About the middle of the shaft of the right 
humerus was an area of high rarefaction 3 centi- 
meters in length with marked thinning of the 
cortex. 

Study was undertaken to determine the effect 
of protein intake upon nitrogen retention with 
the following result: 


Date Protein Ingested in Preceding 24 hours, 
in Grams per Kilo of Body Weight. 


12/19 Gm. 1 (of this Gm. 0.3 in 2 hrs.) .............. 
12/22 Gm, 2.76 (Gm. 0.5 in 5 hours) .................. 
12/23 1.9 (none in 15 hrs.) 


In Mg. per 100 Mils of Blood 


Uric Acid Urea Nit. Creatinin Sug. P.S.P 
7 32 5 140 than 
1% 
34 7.5 0.5% 
36 7.4 
34 7.9 


During this time the patient did not vomit and 
took food with relish. There was no indication 
of failure of absorption. 

On December 24, after 13 days’ stay in the hos- 
pital, the patient returned to her home in a town 
some 35 miles away. On January 11 the blood 
urea nitrogen was 66.5 and creatinin 14.6 milli- 
grams per 100 mils of blood and she died in 
uremic coma January 16, nine months after the 
onset of illness. 


(1) Two cases of multiple myeloma are 


reported, both with characteristic x-ray 
findings and with Bence-Jones proteinu- 
ria, one terminating in death in nine 
months, the other still living and symp- 
tomatically in better condition than at any 
time in the last four years. 

(2) Both cases presented very low kid- 
ney function evidenced by uremia, high 
nitrogen retention in the blood and low 
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*phthalein excretion, but without hyper- 
tension. 

(3) One of the two cases with greatly 
impaired kidney function presented very 
small though definitely demonstrable 
areas of disease in the cranial bones and 
lumbar vertebrae. Had these areas been 
confined to such locations as the sternum 
and dorsal spine which are frequent sites 
of the disease and very difficult of satis- 
factory roentgenography, it is likely that 
they would have escaped recognition and 
that the case would have been classed as 
one of Bence-Jones’ proteinuria with ne- 
phritis of nitrogen retention type, but 
without demonstrable myeloma. This 
case showed a gain of 30 pounds in the 
last two years with an average daily ex- 
cretion of approximately 10 grams of 
Bence-Jones protein. The color index was 
constantly one or more than one on 
several examinations, in contrast with the 
low index of secondary anemia _ usually 
present in these cases. 


(4) In one of the cases spontaneous 
crystallization occurred in the urine upon 
cooling after voiding. These crystals pre- 
sented the appearance of those previously 
described by Bramwell and Paton’® and 
Walters!’ and Wilson’* and had the char- 
acteristic reactions. 


(5) The blood of this case also showed 
practically unchanged amounts of urea ni- 
trogen and creatinin on ingestion of pro- 
tein, ranging from 0.2 grams to 2.8 grams 
per kilogram in 24 hours. 

REFERENCES 


. Symmers, D.: Annals of Surgery, Vol. 67, p. 687. 
«MacCallum, W. G.: A Textbook of Pathology, p. 775. 
. Ewing, James: Neoplastic Disease, 2nd Edition, W. B. 
Saunders, p. 297. 
Wright, J. H.: Pathological report, quoted by Osgood, 
Boston Med. and Surg. 1923, Vol. 188, 
p. 
Wells, H. G.: Archives of Surgery, 1921, Vol. 2, p. 435. 
. Pepper and Pearce: Journal of Medical Research, 1917, 
Vol. 37, p. 171. 
. Christian, H. A.: Jour. of Exp. Med., Vol. 9, p. 325. 
by Rosenbloom, Jacob, Medicine and Surgery, 
Vol. 1, p. 257. 
allgren, Arvid: Upsala, Laekeref, Foerh 25, p. 113. 
Examined in abstract only. 
10. Cantieri, C.: Policlinico, 1921, Vol. 28, p. 239. Exam- 
ined in abstract only. 
11, a and Guthrie: J. H. Hosp. Bulletin, Vol. 24, p. 


12. Borers and Guthrie: J. H. Hosp. Bulletin, Vol. 23, p. 


18. Micheli, F.: Haematologira, 1921, Vol. 2, No. 1, 

R., and Baetjer, Walter A.: J. A. M. Vo. 
Pp 

15. Rosenbloom, Jacob: Archives of Int. Med., 1912, Vol. 9, 


16. ¥ Wilson, D. W.: Jour. of Bio. Chem., 1928, Vol. 65, p. 
17. Walters, Waltman: J. A. M. A., Vol. 76, p. 641... 


Che 


ae 


SOUTHERN MEDICAL JOURNAL 483 


18. me % E.: Deutsch. Arch. f. klin. Med., 1921, Vol. 137, 
257. 


19. and Paton: Lab. Reports of the College 
of Physicians, Edinburgh, 1892, Vol. . p. 

20. Bayne-Jones, G., and Wilson, D. W.: J. H. ck Bul- 
letin, Vol. 33, p. 37. 

21. Bayne-Jones, G., and Wilson, D. W.: J. H. Hosp. Bul- 
letin, Vol. 33, p. 119. 

22. Hopkins and Savory: Jour. of Physiol., Vol. 42, p. 189. 

23. Walters, Waltman: Med. Record, Vol. 100, p. 877. 


DISCUSSION 


Dr. Louis Hamman, Baltimore, Md.—I had the 
opportunity to observe the first patient reported 
upon by Dr. Scott. When he was in Baltimore 
a little over two years ago he was very much 
emaciated, had a marked anemia and the renal 
function was seriously impaired. He excreted 
but 5 per cent of phenolsulphonephthalein in two 
hours and had marked nitrogen retention. Wher 
he left the hospital I felt confident he was going 
home to die. However, contrary to my expecta- 
tion, under the excellent care of Dr. Scott, the 
patient has steadily improved. He has gained 
thirty pounds in weight and feels better now 
than he has at any previous time during the past 
four years. The average duration of the disease 
after the diagnosis is made is under two years. 
The longest duration I know of is eight years, 
one of Kahler’s patients having lived as long as 
that after the diagnosis had been made. 


In spite of the fact that Dr. Scott’s patient has 
excreted large amounts of Bence-Jones protein 
during the past three years the x-ray shows only 
slight bone lesions. Had the condition not been 
diagnosed from the urinary findings these bone 
lesions might easily have been overlooked. How- 
ever, it is perhaps unfair to gauge the extent 
of the marrow lesions by the x-ray findings. The 
x-ray shows only bone absorption and since we 
know that myeloma often infiltrates the marrow 
diffusely the disease may really be extensive 
though the x-ray shows but slight lesions. In 
spite of having marked renal insufficiency with 
nitrogen retention neither of Dr. Scott’s patients 
has had hypertension. This remarkable and un- 


’ usual fact has been noted in other instances of 


multiple myeloma and it occurs very seldom in 
other conditions. It might be of some aid to 
diagnosis when the Bence-Jones protein is ab- 
sent. The presence of a severe nephritis of the 
nitrogen retention type without hypertension 
-_— suggest a careful x-ray search for mye- 
oma. 


The most conspicuous and interesting symptom 
of multiple myeloma is the presence of the Bence- 
Jones protein in the urine. The origin of this 
body is quite obscure and its appearance in the 
urine most varied. We know only that it has no 
relation to the protein of the food. Neither the 
quality nor the quantity of protein consumed has 
any effect upon the quality or quantity of the 
Bence-Jones protein excreted. It is not present 
in all cases of myeloma, and when it does occur 
it may come early in the disease in small or large 
amounts. The time of appearance and the 
amount excreted bear no relation to the severity 
of the disease. It occurs also in many conditions 
other than myeloma, in leukemia, marrow metas- 
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tases, bone injuries, and following the use of 
drugs that have a profound effect upon the mar- 
rew, as. pyrodin. However, in these conditions 
the protein is seldom found and almost always 
only in small amounts. When a considerable 
amount of Bence-Jones protein is found in the 
urine the diagnosis of myeloma is nearly as- 
sured. That it has a peculiar chemical constitu- 
tion that distinguishes it from the protein of the 
blood and the protein commonly found in the 
urine is shown by the convincing immunological 
studies of Bayne-Jones. 

The nosological position of the disease is ob- 
scure. It belongs to that remarkable group of 
diseases that stand midway between the leuke- 
mias and the malignant tumors. The restriction 
of the disease to the marrow, its wide dissemina- 
tion within this system, the rarety of metastatic 
deposits are features that relate it to leukemia. 
The circumscribed nature of the local growths 
and the local bone destruction are features that 
relate it to malignant tumors, In a classification 
of the diseases of the bone marrow it takes the 
position that lymphosarcoma occupies in a clas- 
sification of the diseases of the lymph glands. 
The histological picture of the tumors is most 
varied. All of the marrow cells may take part 
in the structure or a particular type of cell may 
predominate. This had led to such terms as 
myelolymphoma, myeloblastoma, myelocytoma, 
myelo-erythroblastoma and myeloplaxoma. Tu- 

‘mors clinically and grossly indistinguishable from 
these may arise from stroma cells, the endothe- 
liomata. The significance of this varied histo- 
logical picture is not understood. It is generally 
conceded that genetically the various marrow 
cells come from a primitive type of cell and the 
varying histological picture of myelomata might 
depend upon factors that determine the stage of 
development of its component cells without im- 
plying any fundamental difference in the nature 
of the underlying disease. 


Dr. J. C. Flippin, University, Va.—I saw for 
only a few-minutes a man who had had his ap- 
pendix. removed, gall bladder explored and had 
been to many physicians. For a year and a half 
or more he had been having severe pain in the 
chest radiating to the abdomen. At the time of 
examination he was extremely anemic. I had 
no opportunity to make a thorough examination, 
but the chief facts noted were the extreme pain 
and exquisite tenderness over the ribs. I fol- 
lowed the case up and succeeded in getting an 
autopsy after his death. At the examination it 
was noted that there was distinct dullness in the 
mediastinal area and this, combined with the 
tenderness in the ribs, suggested a malignant 
mediastinal growth with probable metastasis. 
The autopsy, done out in the rural districts, dis- 
closed a striking thing: the ribs were almost re- 
placed by a fresh cream-colored growth and on 
the under surface were numerous rounded tumors 
from the size of a chestnut to that of a hen’s 
egg. The collection of these around the ends of 
the ribs and under the sternum was responsible 
for the dullness noted at the time of examination. 

Another case that I saw was a man about 50 


years of age. He complained at first of symp- 
toms suggesting rheumatic pains in the chest. 
These were thought to be inconsequential at first, 
but they returned and then it was noted that he 
had casts and albumin in the urine. He was 
studied rather carefully by two competent clin- 
icians and a diagnosis of nephritis was made. 
Going to a third clinician, it was noted that 
there were Bence-Jones bodies in the urine. I 
had an opportunity to follow this case and it 
pregressed in its usual downward course. He 
was very thoroughly treated with radium, which 
appeared to relieve the symptoms, but, on the 
other hand, it produced leucopenia and seemed 
to increase the severity of the anemia. The du- 
ration of both cases was approximately two 
years. 

Recognition of these cases is a very difficult 
problem. Not all of them show the Bence-Jones 
bodies at all times, and urinary examinations 
have to be carried out very carefully to identify 
them, because the urine may contain both serum 
and Bence-Jones protein and where the amount 
of protein is not great it can be easily over- 
looked. 

When a person above 35 years of age comes to 
me complaining of vague pains, continued or re- 
curring, with progressive anemia, and particu- 
larly pains and tenderness about the chest radiat- 
ing down the spine, I at least think of the possi- 
bility of this disease. This is the type of indi- 
vidual in whom we most frequently find myeloma. 


Dr. Sydney R. Miller, Baltimore, Md.—In a pa- 
per some years ago Dr. Baetjer and I called at- 
tention to the apparent occurrence of Bence-Jones 
protein in patients who showed two characteris- 
tic things: hypertension and renal hyperperme- 
ability, as judged by the phenolsulphonephthalein 
excretion. Of the five cases that we reported at 
that time, two have died and have come to au- 
topsy, and no trace was found at section or roent- 

genologically of bone marrow tumors. If these 
were not excreting Bence-Jones protein, 
it was something so similar that people expert in 
its detection could not differentiate. 

Multiple myeloma is probably much more com- 
mon than the literature would suggest. I am 
inclined to believe that it is frequently missed 
through error in diagnosing the case as chronic 
parenchymatous nephritis. I would like to sug- 
gest that this possible diagnostic error may prob- 
ably be done away with in part by a little less 
reliance upon the classical Heller’s test, which is 
employed too exclusively by too many physi- 
cians. This test will tell you nothing at all about 
Bence-Jones protein in the urine. With the heat 
and acetic acid test, any urine which commences 
to cloud almost the second it is heated should 
arouse one’s suspicions and prompt the institution 
of other tests which are characteristic of this un- 
usual protein. 


Dr. Harry C. Schmeisser, Memphis, Tenn.—The 
myelomata stand half way between the leukemias 
and the tumors. They are composed of the same 
parenchyma ‘cell as is found in the corresponding 
type of leukemia and further resemble leukemia 
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by- appearing in many locations at the same time. 
They resemble the tumors in manifesting a law- 
less growth, resulting in large accumulations of 
cells. 


It is well known that leukemia occurs spon- 
taneously in animals. It is common in the dog, 
horse, cow, fowl and pig, rarer in the cat and 
still more so in the goat, sheep and rat. 

Particularly in the fowl] it has been most care- 
fully studied. 


Both Betterfield and Mohler, in 1905, deserve 
the credit of showing that leukemia occurs in the 
fowl. Their studies were limited to post mortem 
findings. 

To Warthin, in 1907, we are indebted for the 
first complete study of this disease in fowls. He 
considered the condition in all respects analogous 
to that existing in man. 

Ellermann and Bang, in 1908, were the first 
successfully to transmit the disease by experi- 
mental inoculations from a spontaneous case to 
other healthy fcwls. 

On October 31, 1912, while I was a Fellow in 
Pathology at the Johns Hopkins Medical School, 
a typical case of myeloid leukemia of the fowl 
was brought to the pathological laboratory. 
Starting with this spontaneous case, I was suc- 
cessful in transmitting the disease in other 
healthy fowls into the fifth generation, keeping 
the strain running for more than thirteen 
months. The clinical picture and changes pro- 
duced in the blood and organs were analogous to 
those which occur in human leukemia, These 
studies were published in 1915. In these experi- 
mentally produced leukemic fowls there occurred 
occasionally myelomata, typical tumors, which 
were analogous to those in the human. They 
were composed of the cells characteristic of the 
leukemic infiltrations and were multiple, but 
otherwise had the characteristics of a tumor. 

Interesting is the observation first, that multi- 
ple myeloma occur in the fowl; and second, that 
they appeared during the course of an experi- 
mentally produced leukemia. 

Dr. Scott (closing).—I wish to emphasize the 
fact that until laboratory technicians generally 
can be depended upon to discover the Bence-Jones 
body routinely the report of a large amount of 
albumin without casts ought to suggest a special 
examination for this body. Multiple myeloma is 
sometimes the cause of severe pain, particularly 
in the back or referred to the bones. When 
there is in addition to this a laboratory report of 
albumin in large amount in the urine without 
casts, one should eliminate with great care both 
multiple myeloma and Bence-Jones proteinuria. 
The suggestion of Dr. Hamman that severe ne- 
phritis of nitrogen retention type with hypoten- 
sion even in the absence of Bence-Jones proteinu- 
ria should suggest x-ray search for myeloma is 
most valuable. 


SOUTHERN MEDICAL JOURNAL 485 


HAIR GROWTH* 


By THOMAS W. MURRELL, M.D., 
Associate Professor of Dermatology and 
Syphilis, Medical College of Virginia, 
Richmond, Va. 


Quackery and charlatantism are the re- 
sult of medical insufficiency. Where the 
profession falters and has to admit igno- 
rance, cults are born and the nostrum ven- 
dor takes his toll. The beauty parlor is, 
therefore, the reproach to dermatology. 
Where these places function for the fe- 
male, as the barber shop does for the male, 
little is to be said, but there are none 
which do not as a side line carry a set of 
nostrums and prescribe treatments for 
conditions which are pathological. 

In the main, these places exist because 
of the concern of women about their hair. 
Falling hair to the woman is no less than 
a tragedy and they are ready and willing 
to follow any measures which even mod- 
erately prove a success. Superfluous hair 
is even more tragic and the woman so af- 
flicted is never so old or callous as not 
fiercely to resent it. 

How is the average patient treated who 
comes to the average dermatologist com- 
plaining of hair loss? Is it not fair to say 
that the inspection for and treatment of 
seborrhea, with scalp stimulant to follow, 
is about the average treatment? Is it not 
also the truth that as far as the second 
prescription is concerned, scarcely is any 
other prescription written with so little 
confidence of happy results. 

If this be only partially so, the fault is 
not entirely the doctor’s, for medical liter- 
ature does not constitute the way out. Text 
books are little more than formularies and 
the paucity of information from all 
sources is startling. 

Let us consider the hair as it appears 
from birth. We are born with three kinds 
of hair: the hair of the scalp, the stiff hair 
of the eyebrows and lashes, and the fine 
down of the lanugo. As the child grows 
and approaches puberty the terminal hair 
on the axillae and pubes appear, and with 


*Read in Section on Dermatology and Syphilology, South- 
ern Medical Association, Seventeenth Annual Meeting, 
Washington, D. C., Nov. 12-15, 1923. 
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' the male, beard on the face and upper lip. 


These last are so obviously under the 
control of the gonads that these other 
hairs must be under the control of other 
ductless glands. What are these areas of 
control and what evidences prove them? 
Berman, in “The Glands Regulating Per- 
sonality,” states: 


“Now the smoothness of the face in children is 
connected with the activity of the thymus and 
pineal glands. Among individuals in whom the 
juvenile thymus persists after puberty, no growth 
of hair occurs on the face and in precocious invo- 
lution or destruction of the pineal, hair appears 
on the face and in other terminal regions in chil- 
dren of six or less. It is probable that these 
thymus and pineal effects are indirect through 
their action upon the sex glands. For in the 
types with persistent juvenile thymus there oc- 
curs a maldevelopment of the sex glands, while 
in those with early recession of the pineal the sex 
glands bloom simultaneously with the appearance 
of adolescent hair and mental traits. 

“The hastening of sexual hair by tumors of the 
adrenal gland may also be put down to release 
from restraint of the interstitial sex cells. 

“There are certain spheres in the hair geogra- 
phy of the body over which particular glands may 
be said to rule, or to possess a mandate. 

“The hair of the head seems to be primarily 
under the control of the thyroid. 

“Thus in cretins reconstructed by thyroid feed- 
ing the straight, rather animal hair becomes lus- 
trous, fine, silky and curly. In thyroid deficiency 
of adults, a prominent phenomenon often is the 
falling out of the hair in handfuls. Baldness is 
frequently associated with a progressive decrease 
of the concentration of thyroid in the blood. At 
the same time there tends to be a thinning of the 
eyebrows, especially of the outer third. 

“The hair of the face in males, and the other 
terminal hairs of both sexes, are regulated by the 
sex glands. 

“In the female, the ovary, that is to say, the 
inertitial cells of the ovary, inhibit the growth of 
hair on the face. In destructive disease of the 
ovaries, as well as in other affections of it, hair in 
the form of moustache and beard may appear on 
the female. That is why in women after the 
grand sex change of life, the menopause, hair of- 
ten grows in the typically male regions because 
of less of the inhibiting influence of the ovarian 
secretion upon them. After castration of the ova- 
ries the same may result. Removal of the male 
sex glands, or disturbance of them, will interfere 
with the proper development of the normal facial 
hair. 

“Of the hair of the chest, abdomen and back 
the adrenals seem to be the controllers. 

“Adrenal types have hairy chests in males and 
hair on the back in females. They also have a 
good deal of hair on the abdomen. 
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“The hair of the extremities varies a good deal 
with the pituitary. 

“People with hair on the hands, arms and legs 
alone are generally pituitary or have a striking 
pituitary streak in their make-up. 

“When the adrenals increase in size in child- 
hood a remarkable triad occurs: general hairi- 
ness, adiposity and sexual precocity. One fact 
should be noted—when the adrenals evoke precoc- 
ity and an early awakening of the secondary sex 
characteristics, it is a masculine precocity and an 
approximation to the masculine, even in the fe- 
male. There is a definite trend toward an in- 
crease of the male in the individual’s composition 
at the expense of the female. In general, the 
degree of general hairiness is an index to the 
amount of adrenal influence upon the organism. 
All the endocrines which affect the growth also 
act upon the sebacious glands.” 


My interest in this subject has chiefly 
arisen from the case histories of those 
women who have come for the removal of 
superfluous hair. In practically every in- 
stance there has been some distinct ab- 
normality of the menstrual function. 


The following brief history is typical: 


M. M., a trained nurse, age 28, came with three 
patches of stiff black hairs on the chin. She pos- 
itively stated herself to be normal in every way. 
Her first visits were in the early spring. In Au- 
gust she called attention to the fact of a growth 
appearing over the sternum between the breasts. 
She then informed me of her menses having be- 
come so scant as to be practically absent. She 
was referred to a gynecologist, who reported dis- 
tinct ovarian changes of a sclerotic nature. 


The fact of there being a latent male in every 
female was discussed by this same gynecologist 
with me, from the standpoint of sexuality. He 
stated that he had noticed on opening up surgical 
pelves in cases of women who had also com- 
plained of frigidity that the ovaries were usually 
very large. He thinks that hypersexuality on 
the part of women is the expression of the latent 
male released by inactive ovarian secretion. 


Swale and Vincent state: 


“In some female animals removal of the ovaries 
has been stated to lead to appearance of male 
characteristics. These cases are difficult to ex- 
plain on any other hypothesis than that second- 
ary male characteristics are normally present in 
a latent form in the females and that the ovaries 
van inhibitory influence over their develop- 
ment. 


The foregoing suggests the thought that 
previous to puberty human beings are 
male and that the differentiation in the 
type occurs only when the ovaries begin 
to function. This is an unusual thought, 
but if true is explanatory of many things. 


Sutton, in his classification of the alope- 
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cies, places changes in the internal secre- 
tions among the local causes and gives as 
constitutional causes general toxemia, 
mineral poisons and general cachexias. If 
hair growth is dependent upon gland se- 
cretions may not these toxemias, etc., pro- 
duce their effect, not upon the hair, but 
upon the gland which controls the hair? 
For example, may not the hair loss of ty- 
phoid be due to the effect of typhoid on 
the thyroid and its secretions? It would 
certainly seem that hair loss and super- 
fluous hair growth should be approached 
from an internist’s point of view and 
those remedies used as local applications 
be a subsidiary part of the treatment. 

The rate of hair growth has been stated 
to be practically the same at the different 
periods of life, but probably is faster 
in warm weather than in cold. Many 
men have stated to me they have to 
shave less frequently during the winter. 
It is an impression of a number of men 
that sweating tends to increase hair 
growth, though this is probably due to 
the congestion of the skin, which in pro- 
ducing the sweat at the same time makes 
for greater nutrition. It is generally be- 
lieved that cutting the hair or pulling it 
out tends to make it become coarser and 
stiffer. This certainly seems true as far 
as the beard is concerned. On the other 
hand, a medical missionary has informed 
me that he has examined the scalp hair of 
a number of Chinese who have abandoned 
the queue and allowed the hair of the scalp 
to grow. It was the custom for the Chi- 
nese to shave that part of the scalp not 
necessary for hair to make the queue and, 
of course, this hair had been shaved for 
many years, yet when allowed to grow no 
difference could be seen in the original 
queue hair and the other hair of the scalp 
as to its quality or texture. 

How far can we honestly say we have 
stimulated hair growth by local applica- 
tions alone? Formulas are usually given 
with directions for rubbing, which may 
well produce what good that ensues by 
causing a better circulation. It is evident 
that some sclerotic change takes place in 
that part of the scalp which overlies the 
tendon of the occipito-frontalis muscle; 
for seldom does baldness of the ordinary 
type occur over the occipital and temporal 
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regions. A scalp wound on a head bald 
for many years scarcely bleeds at all so 
compressed is the blood supply. Massage 
which may loosen this cap of skin should 
do some good and in the same way the pro- 
duction of the hyperemia by chemicals or 
by heat should increase nutrition. 


I am convinced that the convalescence 
of alopoecia areata is materially shortened 
by the use of the ultra-violet light and in 
several cases with men I have succeeded in 
producing a downy growth of hair 
which I am convinced was due to 
this agent. In many more, it has 
failed completely to produce a result. I 
am still unable to give an opinion of its 
value. Of course, in those cases where 
hair loss is due to local pathology, definite 
results are obtained and in the young and 
adolescent the hair seems to reassert it- 
self. But in those in the third and fourth 
decades of life even the removal of the lo- 
cal cause does not assure the return of 
normal hair. 

I am aware that nothing is said here to 
add to the total knowledge of the subject. 
It was-chosen because it constitutes a 
daily obstacle and the discussion by abler 
and more experienced workers may throw 
light upon it. 


DISCUSSION 


Dr. C. Augustus Simpson, Washington, D. C.— 
The question of the association.of hypertrichosis 
with certain hypo or hyperglandular conditions 
has interested me for some time. Two of my 
earlier cases of hypertrichosis which we de- 
spaired of ever curing proved to be the easiest 
cases I ever handled dermatologically. I no- 
ticed no special distribution of the growth of 
hair in either patient except that the growth was 
very marked. Both patients were exceedingly 
repulsive for this reason. Both showed unmis- 
takable signs of cretinism. On first seeing them 
I thought it was hopeless ever to try epilation on 
them with an electric needle. They were both 
on thyroid extract, so I decided to try an experi- 
ment. I had the patients pull the hairs out with 
tweezers, and I also pushed the doses of thyroid 
extract to the point where both patients were 
toxic from the drug and to my surprise in neither 
case have the hairs returned. The mentality of 
both patients also improved to the point where 
they both secured good positions. That was sev- 
eral years ago, 
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I have a patient at the present time who has 
an extensive growth of hair on the chin and 
upper lip, and the metabolism tests show that his 
metabolism is 14 minus. This is a rather impor- 
tant point in bringing out the etiology in some 
of these cases. I will try heavy toxic doses of 
thyroid and pulling the hairs for this new patient. 
But the other cases have changed from hopeless 
human beings that were shunned by society, that 
you did not like to have in your office, to normal, 
pleasant looking people. 


The question of hair growth is the weak point 
in the armamentarium of the dermatologist. I 
cannot see, unless we can increase our knowledge 
of pathology and bacteriology, so as to give to 
our patients some positive prognostic and etio- 
logic points in this disease, why they will not go 
to the hair dressers in increasing numbers. To- 
day many hair dressers can give almost as good 
treatment as the doctors themselves. They are 
equipped with Alpine lamps and they give some 
general directions as to hygiene. 


Dr. L. K. McCafferty, New York, N. Y.—Dr. 
Saboraud’s recent book devotes the first chapter 
to the relationship of the growth of hair and the 
genital organs. Dr. Saboraud made the state- 
ment that in about 350 eunuchs whose history he 
had been able to obtain from various men who had 
investigated this question, none had lost the hair, 
excepting one, and he had alopecia areata. He 
also stated that several women whom he had 


been treating from time to time for alopecia and 
who later were operated upon for the removal of 
their ovaries did not return for their alopecia. 
He believed that possibly the removal’ of the 
ovaries had something to do with the cessation 
of the loss of their hair. 


Dr. I. L. McGlasson, San Antonio, Tex.—I do 
not believe climate has anything to do with hair 
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growth. My observations in San Antonio are 
not different from the clinics in the North and 
East. In the peculiar and difficult condition of 
hypertrichosis, thyroid treatment sometimes gives 
beautiful results. 


Dr. Andrew L. Glaze, Birmingham, Ala.—A 
point that has bothered me is the fact that hair, 
after it grows out, is considered to be a more or 
less an inert substance. Hair cut off and lying 
on the table is supposed to have just about as 
much life as when it is in situ. But the eye- 
brows and other kinds of hair over the body 
come to a maximum growth and stop there. 
When hair is cut off, what informs the physiolog- 
ical processes that it is time to grow until the 
shaft has again reached its proper length? One 
is forced to wonder if there must not be some 
link, some low grade type of life, some physio- 
logical connection between normal, healthy hair 
and the hair bulb. 


Dr. Murrell (closing) .—Over fifteen years ago, 
when I was in general practice, I had a patient 
who, after an operation, had a general septicemia 
and was sick for about three months. When she 
was nearly well she said one day, “I have some- 
thing peculiar here,” and showed me that on the 
thighs to below her knees there was a growth of 
hair nearly an inch long. I had never seen any- 
thing like it before, and thought it was due to the 
excessive sweating during her illness. Several 
months after I asked her about it and she said 
that as soon as she regained her health it 
dropped off. 

A year ago I saw a case, a young man who had 
his knee baked for arthritis. The knee was 
wrapped constantly and baked, and one day he 
showed me that the knee that had been baked 
and sweated was covered with hair. The knee 
i ae not been baked had no growth of hair 
at all. 
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TROPICAL DISEASES AND PUBLIC HEALTH 


DIPHTHERIA CONTROL* 


By C. C. Hupson, M.D., 
Health Officer, 
Richmond, Va. 


The progress which has been made dur- 
ing recent years in measures for the con- 
trol of diphtheria is a source of gratifica- 
tion to every member of the medical pro- 
fession, and especially to that part of the 
profession which is interested in public 
health work. We have now reached the 
position where we can, by the application 
of the methods at hand, absolutely control 
the mortality from this at one time severe 
scourge of childhood. 


Fortunately, we have on file in the Rich- 
mond Health Office the annual reports of 
the President of the Board of Health and 
later of the Health Officer for each year 
since 1872. It is very interesting to re- 
view the reports of the ’seventies and 
eighties and see the recommendations 
which were made at that time for the 
eontrol of diphtheria. The first recom- 
mendations for the control of this disease 
were made in 1876, when the President of 
the Board of Health recommended that 
diphtheria be made a reportable disease. 
However, action by the form of govern- 
ment then in power must have been very 
slow, as it was 1885 before an ordinance 
was finally passed requiring physicians to 
report cases of diphtheria. 

In considering the control of diphtheria 
it is well to consider the following: 

(1) What has been done to secure ade- 
quate treatment of diphtheria cases and 
thereby prevent deaths from this cause. 

(2) What we have accomplished in con- 
trolling the spread of the infection. 


(3) Passive immunization. 
(4) Active immunization. 


In discussing what has been accom- 
plished in securing adequate treatment 
and thereby preventing deaths from diph- 


*Read in Section on Public Health, Southern Medical As- 
sociation, Seventeenth Annual Meeting, Washington, D. C., 
Nov. 12-15, 1923. 


theria, I submit the accompanying chart, 
showing the average death rate from 
diphtheria in Richmond, Va., by periods, 
since 1876. 


This chart shows an average death rate 
of 45.4 per 100,000 population for the ten 
years, 1875-1884. In 1884, Loeffler defi- 
nitely proved that diphtheria was a germ 
disease. During the eleven-year period, 
1885-1895, inclusive, this being the period 
immediately preceding the general use of 
antitoxin in Richmond, the average death 
rate was 56.5. The severe epidemic of 
1891, with a death rate of 177.4, occurred 
in this period. Between 1895 and 1906 
antitoxin was in general use and some 
provision was made for its free distribu- 
tion to indigent cases. Cases of diphthe- 
ria were placarded and released when the 
+ re physician thought it safe to 

0 So, 


With the reorganization of the Health 
Department, which took place about the 
middle of 1906, very active work for the 
control both of cases and deaths was be- 
gun. Measures then put in force have 
been gradually improved until at the pres- 
ent time our procedure for securing ade- 
quate treatment of diphtheria cases is as 
follows: 

(a) Free antitoxin is available for the 
treatment of any case of diphtheria, pro- 
vided the family physician considers it a 
hardship for the family to purchase the 
serum. The City Health Bureau is very 
liberal in the interpretation of this rule, 
and as a result most of the antitoxin used 
in the City is supplied free. In addition 
to providing the means whereby all cases 
of diphtheria may secure adequate treat- 
ment, it gives the City Health Bureau a 
check on all possible cases in the city. 

(b) Laboratory facilities are available 
for the examination of specimens by phy- 
sicians. During recent years examina- 
tions of cultures have been regularly made 
in the morning and in the evening at 8 
p. m. Direct smear examinations are 
also made upon request. Although we 
have adequate laboratory facilities, we do 
not advise physicians to depend upon the 
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where it is impossible to 
care for them properly in 


DIPHTHE 
RICHMOND, VA 


the home. 
For several years a care- 


ful check has been made of 
50} each fatal case, in order 


that we may determine the 
‘reason for the death: 


whether it was due to fail- 
ure of the parent to call the 


YEARS 1875 1884 


1896-1906 |/907-/922 


physician in time, failure 
of the physician to give 
antitoxin as early as he 
20 should, his failure to give a 
sufficient dose of antitoxin 
——10| or delay in calling for in- 
tubation in laryngeal cases, 
or whether the death has 
been due to other causes. 


| AS A| 56.5|19.6 


7 = We find most deaths com- 
ing in the first two classes. 


RATE PER 100,000 


laboratory for diagnosis before giving 
antitoxin. The following is printed in red 
type on every laboratory blank: “Do not 
await results of cultures, but give anti- 
toxin at once if at all in doubt.” 


(c) In 1907 an intubation service was 
provided. Intubations are usually per- 
formed in the home without the services 
of a trained nurse. The results from this 
service have been very remarkable, as we 
have had a case fatality of only 14.4 per 
cent of all cases intubated since this work 
was begun in 1907. Many septic cases 
which were practically moribund when 
intubated are included in our fatality list. 


(d) Any physician may, upon request, 
have the Medical Inspector in consulta- 
tion. In severe cases the Medical Inspec- 
tor often administers antitoxin intra- 
venously at the request of the family phy- 
sician. As early as possible after the re- 
ports of cases of diphtheria are received 
at the Health Bureau, an investigation is 
made by the Medical Inspector. During 
this investigation, if he finds that an in- 
suffic‘ent dose of antitoxin has been ad- 
ministered, the matter is taken up with 
the family physician. 


(e) While we have no regular commu- 
nicable disease hospital, we have a few 
beds at the City Home which can be used 
for the isolation and treatment of cases 


Our case fatality during 
the last sixteen years has averaged 
4.2 per cent, the highest fatality be- 
ing 9.9 per cent during 1907 and the low- 
est 1.8 per cent in 1908. Since 1907, the 
highest case fatality was 6.3 per cent in 
1918. 

In controlling the spread of the infec- 
tion, in addition to the hospitalization of a 
few cases, as mentioned above, we employ 
the following measures: 

(1) The patient, nurse and all children 
under fifteen years of age are quaran- 
tined in the home, except in cases where 
the children may remain away from home 
during the period of quarantine. In these 
cases children are released from quaran- 
tine after two successive negative cul- 
tures, taken at 24-hour intervals, one of 
which is taken before the child is allowed 
to leave the premises. Carriers are 
treated in the same manner as cases, un- 
less the germs are non-virulent. 

(2) Strict isolation in the home of the 
patient and, when possible, of the nurse 
is insisted upon. Verbal instruction is 
given by the Medical Inspector and a 
pamphlet giving the precautions to be ob- 
served is left with the nurse. 

(3) No patient is released from quar- 
ant’ne until we have secured two succes- 
sive negative cultures, taken at not less 
than 24-hour intervals, from the throat 
and nose of the patient, and one negative 
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inmates of the 


culture from the other 
home. 


(4) An epidemiological study is made 
of every case in an effort to find the source 
of infection. Cultures are taken of all 
those who have come in contact with the 
patient. We also inquire as to suspicious 
sore throats, sore noses and children hav- 
ing skin sores living in the vicinity. Cul- 
tures are taken from such cases. In this 
way we find many carriers. When two 
cases develop in any school room, cultures 
are taken from all the children in this 
room. Occasionally we have indications 
of a school spread and find it necessary to 
culture several rooms in a school. A care- 
ful check is also kept of our milk supply, 
but as practically all milk sold in Rich- 
mond is pasteurized and bottled by ma- 
chinery, we have had no trouble from this 
source since 1908, when a small outbreak 
was traced to milk. 


(5) Cases of skin diphtheria are al- 
lowed to continue in school, provided the 
sores are dressed in a satisfactory manner 
and provided the nose and throat cultures 
are negative. 


(6) Food handlers living on the prem- 
ises are only allowed to return to work 
provided they can remain elsewhere, and 
after a negative culture has been secured 
from the throat and nose. Teachers and 
other adults coming in contact with 
groups of children are dealt with in the 
same manner. 


(7) Cases in institutions are either re- 
moved or strictly isolated and all inmates 
cultured at once. The cultures are re- 
peated 24 hours later. Any carriers found 
are isolated and immunized. 


(8) Immunizing doses of antitoxin are 
supplied for the protection of non-immune 
children in the home. 


(9) All cases are immediately reported 
to the school authorities. The school 
nurses culture all possible contacts in the 
school. 

(10) All teachers are instructed in re- 
gard to the importance of having the 
school nurses or the school physicians ex- 
amine every child who has been out of 
school on account of a sore throat, or who 
has a sore nose or skin sores. This re- 
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sults in finding a number of carrier cases 
each year. 

(11) Circular letters are sent to phy- 
sicians from time to time giving advice 
in regard to different phases of diphtheria 
work. News items are given to the press 
during the diphtheria season warning the 
public to be on the lookout for croup, sore 
throat, sore noses among children, and to 
have the physician examine such children 
at once. 

In addition to the above, we have been 
attempting to educate the public as to the 
importance of eliminating the roller towel, 
the common drinking cup, the importance 
of keeping the hands clean, and children 
in the public schools to the importance of 
keeping fingers, pencils, etc., from their 
mouths and noses. Through our Food Di- 
vision we have been attempting to secure 
proper sanitation of soda fountains, either 
by having them use paper cups or by hav- 
ing all glasses sterilized either by placing 
them in a chlorid of lime solution, by 
steaming or by boiling, and also the ster- 
ilization of dishes used in restaurants. 

Several years ago antitoxin was used 
more extensively for the passive immuni- 
zation of children exposed to diphtheria 
cases than at present. It is certainly ad- 
visable to administer a small dose of anti- 
toxin to children in homes where it is im- 
possible to secure proper isolation of the 
patient. As the duration of immunization 
produced by antitoxin is so short, when it 
is possible to secure satisfactory isolation, 
we do not use passive immunization but 
advise watching the children and having 
physicians see them at once in case of any 
signs of diphtheria. 

Measures designed to control the spread 
of the diphtheria germ have not shown 
entirely satisfactory results. Some years 
our case rate is low and we seem to be 
making progress, and then we get a more 
virulent germ and the rate begins to go 
up. The average case rate during the 
years 1907-1911, inclusive, the first five 
years following the beginning of active 
health work in Richmond, was 180.4 per 
100,000 population, while the average case 
rate for the last five years, 1918-1922, has 
been 214.8. The latter period includes the 
rather high rate of 1920, in which year 
there seems to have been a general in- 
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crease in the prevalence of diphtheria. 
There is no doubt that many nasal infec- 
tions are now carried as diphtheria cases 
which would not have been so carried dur- 
ing the earlier period. However, we do 
not know what the case rate would have 
been but for our work. 


During the last three years we have 
been paying some attention to active im- 
munization by means of the Schick test 
and toxin-antitoxin. By the use of these 
preparations it is possible to find those 
susceptible to diphtheria and to render 
them immune. Both are apparently en- 
tirely free from danger, almost painless, 
and toxin-antitoxin seems to give perma- 
nent protection. The only question is how 
- to apply this method so as to reach every 
susceptible person in the community. In 
applying this means of diphtheria con- 
trol, the first problem which confronts us 
is where to begin work. The public school 
affords the most readily available. mate- 
rial. Here large groups of children may 
be given the Schick test and the non-im- 
munes immunized. In addition to the pro- 
tection which they receive, we prevent the 
loss of time from school on account of 
quarantine of the child and others in the 
home. These children have reached an 
age at which permission to apply the 
method may be more easily secured. It 
also gives a ready approach to the home 
for the education of the parents in regard 
to the value of toxin-anti- 
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prevent a part of the school children from 
becoming diphtheria carriers and thereby 
prevent the infection of the younger chil- 
dren in the homes. - 

The ideal age for the immunization of 
the child is apparently at the end of the 
first year of life. This age is the earliest 
time in life at which the body tissues re- 
spond successfully to the infection of 
toxin-antitoxin. We are therefore advis- 
ing all physicians who come in contact 
with babies to attempt to immunize them 
during the latter part of the first year of 
life by giving the three inoculations of 
toxin-antitoxin and then testing the child 
at the end of six months to see whether it 
be immune to diphtheria or not. We are 
also advising that all children below school 
age be treated in this manner. Our aim 
is to have every baby given toxin-anti- 
toxin before it reaches its first birthday. 

Various methods are used to secure 
these inoculations. First, general educa- 
tion through news items, public addresses, 
pamphlets, exhibits, etc. In addition, 
means are provided for giving the inocu- 
lations particularly to people in the poorer 
walks of life. This is done either by fur- 
nishing toxin-antitoxin and the Schick test 
outfits to physicians or by using the phy- 
sicians and nurses already doing public 
health work. All children in infant homes, 
day nurseries, and those attending infant 
welfare clinics afford groups where a 
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school age. 

As may be seen from the 
accompanying chart, only 
43.5 per cent of all cases of 
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diphtheria in Richmond oc- 
cur in children below 
school age, while 75 per 
cent of all deaths occur 
during that period. The 
immunization of all school 
children would prevent 
more than half the cases of 
diphtheria in the city, but 
it would prevent only one- 


fourth of our deaths unless 
the immunization should 
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number of children may be reached at 
small expense. Toxin-antitoxin is avail- 
able either free or at small expense for 
the use of any physician. Many state 
health departments have been supplying 
Schick test outfits and toxin-antitoxin for 
several years. 


In 1796, or 117 years ago, Edward Jen- 
ner, the great English physician, discov- 
ered an absolute means of controlling 
smallpox. We still have this disease with 
us from time to time. We have in the 
United States at the present time many 
active cults, paths and isms which are try- 
ing in every way to destroy the confidence 
of the public in the medical profession. 
Many of the members of these organiza- 
tions are well meaning people who have 
fallen under leaders who often do not hes- 
itate to misconstrue and garble state- 
ments made by prominent physicians so 
as to meet their ideas. They resort to any 
means whereby they may keep their mem- 
bers and secure the money which they 
give. All public health officials are con- 
stantly coming in contact with members 
of these organizations, especially where- 
ever compulsory vaccination of school 
children is enforced. We look with horror 
upon these teachings, as we know that 
they may mean death to some innocent 
child. We may expect the same active 
opposition to use of the Schick test and 
toxin-antitoxin, especially if, as we hope 
it will be in the future, it is made com- 
pulsory for school children. However, if 
public health officials and physicians push 
this means of protection with sufficient 
vigor, the opposition can be overcome in 
most instances and the public thereby 
may be protected. 

In conclusion, I desire to urge that we 
should at present continue the methods 
which we have used in the past, especially 
those which have been proven of value in 
curing the cases of diphtheria and thereby 
preventing deaths. We should not lessen 
our attempts to control the infection and 
prevent the spread of diphtheria. ‘In ad- 
dition, however, every public health of- 
ficial and every physician should do all 
possible to secure the protection of as 
many children as possible by the use of 
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toxin-antitoxin and thereby limit the ne- 
cessity for the other measures. 


DISCUSSION 


Dr. George C. Payne, Richmond, Va—lIn 
the State of Virginia we are very much behind 
Richmond on the death rate and we find that it 
is very expensive and very troublesome, even in 
the near urban areas, to control diphtheria when 
it becomes epidemic. In our rural areas, where 
our death rate piles up, the control by orthodox 
cultural methods is impossible, and there we are 
trying to encourage the use of toxin-antitoxin. 
While we believe that toxin-antitoxin is of proved 
value, still the methods by which we can bring it 
into use in the rural areas is a matter for cau- 
tious experiment. We have not been able to 
bring about its use in quantities in which it 
would do any good in counties where there is 
not some person who is continuously working 
at some public health endeavor. If there is 
only one nurse, if she is interested in diphtheria, 
she can effectively bring about the use of toxin- 
antitoxin. One school nurse handled a cam- 
paign among about fifteen hundred last year in 
about six weeks. We do not yet know what 
effect this will have, but we believe it will reduce 
the amount of diphtheria by reducing the num- 
ber of mild missed cases that are never quaran- 
tined and by increasing the number of immunes. 


Dr. John F. Hogan, Baltimore, Md.—From 
1917 to the present date we have made a study in 
Baltimore of all the deaths from diphtheria as 
the death reports came in, and it has been found 
that from 1917 to 1921, 82 per cent of all the 
deaths from diphtheria were of the laryngeal 
type. We all realize that laryngeal diphtheria 
after the fifth or sixth year of life necessitating 
intubation is rare. The vast majority of cases 
needing intubation occur in the third year of 
life. Physicians in hospitals know they use 
more three-year tubes than any other size and 
we all know that the critical period is from two 
to five. I think that chart on the school age and 
the pre-school age is the most striking thing I 
have ever seen. Our problem is under the sixth 
year, and, generally speaking, we have practi- 
cally no problem under the sixth month. One 
rarely sees diphtheria in the first year of life. 
From the first to the fifth year is the time. We 
should have children immunized before they reach 
the first year, or certainly before they reach the 
eighteenth month. I have found in practical 
daily dealing with physicians that many of them 
are a little shy about immunizing children with 
toxin-antitoxin because they know they are not 
familiar with Schick readings or Schick findings. 
We are issuing propaganda to the physicians not 
to mind the Schick test, but to give the children 
the toxin-antitoxin. It is true that in the first 
toxin-antitoxin treatment there is about 10 to 15 
per cent of failures, but if that 10 or 15 per cent 
deas get diphtheria it will be so mild that it will 
not be of any great consequence. After the 
fourth year we do get some toxin reactions. I 
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am thinking now of requesting physicians to give 
toxin-antitoxin in broken doses between the ages 
of four years and nine years: that is, instead of 
giving a whole mil, give 0.5 mils, and if the indi- 
vidual does not show any susceptibility with 0.5 
mils, give 0.75 mils next time. Then if he does 
not show any reaction a whole mil can be given. 
In that way we have been immunizing adults, 
physicians, surgeons and nurses. 


CONTROL OF HOOKWORM DISEASE 
IN SOUTH ALABAMA*+ 


By W. G. SMILLIE, M.D., 
Andalusia, Ala. 


Hookworm disease is prevalent in cer- 
tain portions of the Southern states, par- 
ticularly the sandy coastal plane of North 
Carolina, South Carolina, Georgia, Ala- 
bama, Mississippi and Florida. This fact 
is common knowledge and many efforts 
have been made to control the ravages of 
the disease, with notable success. Typical 
cases of severe hookworm disease are not 
commonly seen, except in the more iso- 
lated rural “piny woods” sections. The 
hookworm infection rate has not shown a 
marked decline, except in certain selected 
areas where intensive sanitary measures 
have been employed. 


Our knowledge of the life history of the 
hookwerm has been greatly increased by 
the work of Cort, Payne,’ Augustine, Stoll 
and their co-workers, and observations 
made in Brazil by Darling? and Smillie 
have given us some suggestions as to 
more practical, efficient and economical 
methods of hookworm disease control. 
These latter observations in regard to 
hookworm infection and disease seemed to 
establish certain definite principles in re- 
gard to hookworm control which were of 
great practical importance to the admin- 
istrator who had charge of hookworm 
disease eradication. These principles held 
for Brazil, and it was thought that the 
same principles might be of general ap- 
plication in sub-tropical as well as in 


*Read in Section on Public Health, Southern eee As- 
sociation, Seventeenth Annual Meeting, Washington, D. C., 
Nov. 12-15, 1923. 

fThis study was conducted under the joint auspices of > 
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tropical countries. It seemed particularly 
worth while to observe hookworm infec- 
tion in the Southern states from this new 
angle of approach. 

Covington County, South Alabama, was 
chosen as a suitable place for this study, 
chiefly because its soil, climate, social life, 
customs, etc., were characteristic of the 
whole sandy coastal plane, and because 
very little hookworm eradication work 
had been done in the County. 

In approaching the study of hookworm 
disease in South Alabama, we were influ- 
enced in part by observations that we had 
previously made in Brazil. These may be 
briefly stated as follows: 

(1) A distinction must be made be- 
tween hookworm infection and hookworm 
disease. Light hookworm infection may 
be and commonly is acquired casually by 
all classes of people in a zone infected with 
hookworms. Actual hookworm disease, 
that is, an infection which is severe 
enough to be of real harm to the individ- 
ual, occurs only in that group of individ- 
uals in the infected area whose bare skin 
has long and continuous contact with in- 
fected soil. 

(2) Massive infection from a single or 
occasional exposure to hookworm infested 
soil is rare. 

(3) Hookworm infection is slowly ac- 
quired and slowly lost. Thus a severe de- 
gree of infection is rare in a child under 
five years of age, even in a heavily infect- 
ed zone. The number of hookworms har- 
bored by a child do not increase and de- 
crease with each season, but increase grad- 
ually in number year by year. As a rule, 
therefore, the older the child the heavier 
the infection, other things being equal. 

(4) Shoes are an effective prevention _ 
against hookworm infection. When a boy 
or girl of fifteen years begins to wear 
shoes constantly, he acquires no more 
hookworms, and those he is harboring 
gradually run their life span and die. 
Since the average length of life of a hook- 
worm is five to six years, the individual is 
almost entirely free from infection by the 
time he reaches twenty-one years of age. 

(5) One treatment for hookworm dis- 
ease, if properly administered, will remove 
over 90 per cent of all hookworms har- 
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bored. If the mass of heavily infected 
persons in a hookworm zone are given one 
treatment only, hookworm disease can be 
controlled for several years, thus giving 
time for sanitary measures. The hook- 
worm infection rate will not be materially 
reduced by this mass treatment. 

If we observe the habits and customs of 
the people in those portions of the South- 
ern states which are infested with hook- 
worm, we note that soil pollution is al- 
most universal in the rural districts, and 
even in the outskirts of the towns. The 
center of the towns is usually well sani- 
tated. (In some states this lack of sanita- 
tion in the rural districts is happily un- 
dergoing a rapid improvement.) The 
adults constantly wear shoes. This is 
true both in the towns and to a great ex- 
tent in the rural districts. The young 
men and women usually begin to wear 
shoes at about fifteen years of age. Most 
boys and girls, regardless of the economic 
status of their parents, go barefoot 
through the entire warm season. There 
are many exceptions to this rule, but in 
general it holds. 

If the principles in regard to hookworm 
infection observed in South America, 
which have been summarized above, also 
hold true for those portions of the United 
States in which those factors exist which 
are favorable to hookworm infestation, 
namely, favorable climate, favorable top 
soil for larva development, and continuous 
soil pollution, we would expect to find: 

(1) Adult town dwellers who wear 
shoes and live where soil pollution is not 
universal would show only a small per 
cent of hookworm infection (less than 10 
per cent) and the average number of 
worms harbored by them would be very 
small, less than ten worms per infected 
person. 

(2) The children of town dwellers who 
go barefoot throughout the summer and 
are exposed from time to time to infected 
soil would show a fairly high infection 
rate, perhaps more than 50 per cent, but 
the average number of worms harbored 
would be small. Actual hookworm disease 
would be rare. 

(3) Adults living in the rural districts 
where soil pollution is universal, but who 
are protected by shoes, would show a high 
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infection rate, but the average number of 
worms harbored would be small. The only 
exception to this rule would be young 
adults that had been wearing shoes only 
three or four years. Actual hookworm 
disease would seldom be seen in the adults 
living in the rural districts except in 
young adulfs sixteen to twenty years of 
age. 

(4) Hookworm disease, that is, an in- 
fection which is severe enough and wide- 
spread enough to be an important eco- 
nomic factor in the lives of the people, 


should be found almost exclusively in the 


rural children of school age (six to six- 
teen years) because their bare feet are 
almost continuously exposed to the hook- 
worm infected soil throughout the warm 
season of the year. 


After one year’s observation in Coving- 
ton County, it seems perfectly clear that 
the general principles in regard to hook- 
worm infection and disease that were ob- 
served in Brazil apply also to South Ala- 
bama, and that the hypothesis that severe 
hookworm infection occurs almost exclu- 
sively in rural children of school age is 
correct. This has been shown by large 
numbers of ova counts and worm counts. 

We have found that the infection rate 
in adult town dwellers in Covington 
County is less than 10 per cent. About 
45 to 50 per cent of the children in the 
town schools are infected in Covington 
County, but the degree of infection is 
slight. All severe cases of infection found 
in the town schools are children who live 
in the country and drive to the town school 
or rural children who have recently moved 
to town. Not a single case of heavy hook- 
worm infection has been seen in the chil- 
dren of actual town dwellers. 

Adults from the rural districts fre- 
quently show hookworm infection, but 
actual hookworm disease is not common 
in rural people over twenty-five years old. 
Heavy infection is also rare in rural chil- 
dren under five years of age. 

In the rural children of school age, how- 
ever, the hookworm infection rate in Cov- 
ington County is 99 per cent and many of 
these children have a very heavy infec- 
tion. 

It is not at all rare to find a child of 
twelve years harboring one thousand 
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Necatores americani, and clinical cases of 
severe hookworm disease are seen in every 
rural school. é 

We may conclude, therefore, that hook- 
worm disease in South Alabama, and I be- 
lieve in the whole sandy coastal plane of 
all the Southern states, is essentially a 
disease of the rural school child. If this is 
true, the disease may be controlled by de- 
voting our attention to this age and class 
group. 

It is true that sanitation alone will con- 
trol hookworm disease, but this method 
is extremely slow. To be effective, at 
least 80 per cent of the rural homes and 
all the rural schools must have sanitary 
toilets, and these must be used. This ne- 


cessitates the changing of habits and cus- ~ 


toms of a life time and can scarcely be 
accomplished in a decade. The present 
generation of rural school children will be 
severely handicapped, therefore, if one’s 
efforts are limited to sanitation. There is 
a much simpler and more rapid method 
for the control of actual hookworm dis- 
ease, 


Hookworm disease can best be con- 
trolled by mass treatment of the heavily 
infected group of individuals. One single 
treatment of the rural school children will 
reduce the actual number of worms har- 
bored more than 90 per cent. New infec- 
tion is slowly acquired. The children are 
relieved immediately of the great burden 
they have been carrying, and sanitary 
measures can be undertaken to prevent 
reinfection. 


It is perfectly understood that the hook- 
worm infection rate will not be materially 
reduced by one or even two hookworm 
treatments. In my opinion the hookworm 
infection rate in any zone will never be 
permanently reduced by hookworm treat- 
ment alone. In brief, we may establish 
the axiom that hookworm treatment 
should be used to control hookworm dis- 
ease; the infection rate. is controlled by 
sanitation. 


Having once established the age and 
class groups in Covington County which 
were heavily infected with hookworm, the 
County Health Unit worked out a plan of 
hookworm control, using the rural school 
as the unit of control. The general plan 
was as follows: 
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(1) Interest was first awakened in 
sanitation by lantern slides, lectures and 
entertainments at the school. 

(2) We promised to examine and treat 
the children for hookworm after two sani- 
tary toilets were installed at the school. 
The sanitary inspector helped to install 
the toilets, furnishing concrete forms, etc. 

(3) When the sanitary toilets were in- 
stalled in the school the children were 
given a physical examination and their 
feces were examined for hookworm ova. 
Almost all were infected. 

(4) All children, whether severely or 
lightly infected, were given treatment at 
the school. The children came to school 
without their breakfast. The treatment 
was as follows: 

7:00 a.m.—Carbon tetrachlorid two parts. 

8:00 a. m.—Chenopodium one part. 

9:00 a. m.—Magnesium sulphate. 

A total dose of 0.1 mils of the two drugs 
per year of age was given. For example, 
a child of fifteen years was given 1.0 mil 
of carbon tetrachlorid at 7 a. m. and 0.5 
mils chenopodium at 8 a. m., a total of 
1.5 mils of the two drugs. One treatment 
was given at each school. 

Nearly three thousand children have 
been treated in this manner and about 
eighty sanitary cement slab toilets have 
been installed in the rural schools. In no 
instance has there been a case of intoxi- 
cation from the treatment among the 
school children. 

The next step in control work is the 
installation of sanitary toilets in the 
homes with re-treatment of the children 
within two to three years. 

We believe that this method for the 
control of hookworm disease in the South- 
ern states is sound, both from the scien- 
tific and administrative point of view. 
The work should be carried out by the 
full-time health officer and his nurse and 
inspector as part of their routine duties. 
It should not be considered as a_ hook- 
worm campaign, but a part of the daily 
school routine during the winter months, 
and should be stopped in the summer 
when the country children are scattered 
at work on the farm. 

Because of compulsory education, all 
the.rural children of school age are regis- 
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tered in the schools and thus we can 
readily reach the entire age group which 
is really being harmed by the disease. It 
is needless to say that one big problem in 
hookworm control from the administra- 
tive point of view has been the high per 
capita cost of treatment because of inac- 
cessibility and other difficulties in reach- 
ing those persons who need treatment 
most. In working through the rural 
school as a unit, however, we have our 
heavily infected cases all collected for us 
and ready for examination and treatment. 


It is not only unnecessary but fruitless 
to attempt to treat all cases to a cure. 
One treatment will remove 90 per cent 
of all the worms harbored. The most 
heavily infected may receive a second 
treatment, but in no instance should more 
than two treatments be necessary in any 
one year. It will be necessary to re-treat 
the children of school age every two or 
three years until sanitation is well estab- 
lished. As sanitary toilets are installed 
in the rural districts, the hookworm infec- 
tion rate will gradually decrease. When 
the infection rate of the rural school chil- 
dren reaches 25 per cent, there will be 
no hookworm disease in the community 
and hookworm treatment may be entirely 
stopped. 

It is important to note at this point 
that where the sanitarian finds, on his 
initial survey of an area, that the hook- 
worm infection rate in the rural children 
of a school age is 25 per cent or less, then 
hookworm disease is practically non-ex- 
istent in the community and no treatment 
need be given; for hookworm infection 
can readily be controlled by routine sani- 
tation. When the installation of toilets 
reaches at least 80 per cent of the rural 
homes, the hookworm infection will grad- 
al disappear without any treatment at 
all. 

It is clear, therefore, that the measures 
to be employed in hookworm control must 
vary with the intensity of infection of a 
given zone. The degree of intensity is 
measured by the ova counts and also worm 
counts of the age and class groups most 
exposed to infection. Mass treatment is 
then employed in the heavily infected 
group, relieving them of their burden, 
and reducing the intensity of fresh soil 
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pollution tremendously. Sanitation and 
education are employed to reduce the 
hookworm infection rate to a final vanish- 
ing point. Treatment need not be used 
at all where the infection rate is so low 
that it can be readily controlled by sani- 
tation. 
CONCLUSIONS 


(1) Hookworm infection is widely dis- 
tributed in all ages and classes of people 
in the sandy coastal plane of South Ala- 
bama. 

(2) Hookworm disease, that is, infec- 
tion so severe as to be of actual harm to 
the individual and so widespread as to be 
of economic importance to the community, 
is limited to rural children of school age. 

(3) Hookworm disease can be almost 
entirely eradicated from a given county in 
a single year by mass treatment of the 
rural school children. This does not re- 
quire an expensive hookworm campaign, 
but should be effected through the routine 
activities of the full-time county health 
officer and his nurse. 

(4) The hookworm infection rate will 
not be reduced by this method of mass 
treatment. But hookworm infection is 
never permanently reduced by treatment. 
Hookworm treatment should be used to 
control actual hookworm disease. Sanita- 
tion should be employed to reduce hook- 
worm infection. 


(5) Sanitation measures should be be- 
gun in conjunction with the hookworm 
treatment and should be pushed consist- 
ently until at least 80 per cent of the 
rural homes have sanitary toilets. 
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DISCUSSION 


Dr, W. S. Keister, Charlottesville, Va.—We 
are confronted still with hookworm infection, 
but not so much with hookworm disease. We 
now no longer see a large number of typical 
cases of hookworm disease. Formerly in travel- 
ing through the country or in passing by railroad 
stations on the trains, in some sections of Vir- 
ginia, Alabama and North Carolina, it was quite 
common to see the emaciated, pale children with 
winged scapulae and “pot bellies” that we knew 
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had hookworm disease. It is not easy to find 
those typical symptoms now, and if we do there 
are other things to be taken into account. 
Certain sections of Virginia are primarily in- 
fected and others are not infected at all. It oc- 
curs in spots. The incidence is about from 5 to 
15 per cent in the counties where there is enough 
hookworm disease to take account of. In some 


sections there is 25 per cent infection; in other — 


sections the incidence is very low. 

It is rather striking that in sections where 
there is limestone we find little, if any, hookworm 
disease, although other intestinal parasites occur 
there in about the same proportion as under 
different geological conditions. In Wise County 
a few years ago, in making examinations, we 
found 71 per cent of the people infected with 
intestinal parasites, some having as many as five. 
In the adjoining County of Russell, where the 
limestone comes up to meet the sandstone, in 
some several thousand examinations we found 
only 2 or 3 per cent of hookworm infection. I 
do not know why that is, unless limestone, or 
the lime in the soil, has some inhibiting action on 
the hookworm larvae. Both were mountain sec- 
tions, where we are taught to look for hookworm. 


The South was fortunate in some respects in 
having hookworm infection, for hookworm in- 
fection has been the means of stimulating rural 
health work as nothing else could have done. 
The Rockefeller Foundation has given to the 
South something which can never be repaid in 
organizing and stimulating our efforts for sys- 
tematic control not only of hookworm disease, 
but other conditions as well. 

The round worm (the ordinary stomach worm) 
is in some instances a tremendous public health 
factor. I have seen cases of round worm disease 
in which the results were as bad as those from 
hookworm disease. That should be considered in 
public health work. 

When we knew only of thymol and santonin 
for treatment we were very much blessed. I 
came into health work when chenopodium was 
just beginning to be extensively used, and I felt 
very much gratified that I could give chenopo- 
dium instead of thymol. Chenopodium did not 
seem to create the after-effects that thymol did. 
I am glad that we have now a remedy for which 
we can claim even more, carbon tetrachlorid. 


Dr. S. W. Welch, Montgomery, Ala.—Dr. 
Smillie has had a free hand in Alabama in the 
development of his work. He has made some 
experiments in the examination of soil around 
school houses. I had an idea that all the soils in 
the sandy lands of Alabama were infected with 
hookworm, but that is not true. He made ten 
or a dozen soil surveys about a school house and 
found hookworms in a radius of only about one 
hundred feet. 

We are going to get another health officer in 
Covington County and get Dr. Smillie to or- 
ganize a state work which will control the hook- 
worm in a number of counties in the State. We 
hope in that way to rid Alabama within the next 
few years entirely of hookworm disease, and I 
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see no good reason why we should not rid it 
of hookworm infection. The building of pit 
privies in the rural districts, however, is a slow 
process. 

The pit privy is practically the only thing 
which is fool-proof, and if properly built is as 
sanitary as any other type of privy outside of 
sewer connections. It meets the conditions in 
the South, and until we can have a hundred per 
cent or ninety per cent of sewage disposal in the 
country we shall not get rid of either typhoid 
fever or hookworm. Malaria, hookworm disease 
and typhoid fever are very much more prevalent 
in the South than in other sections of the United 
States. That shows very clearly that the cli- 
matic conditions and the isolation of the people 
tend to keep down respiratory diseases, but these 
three diseases are easy to control. 


Dr. James A. Hayne, Columbia, S. C.—About 
ten years ago at a conference on hookworm dis- 
ease it was stated that there is a great deal of 
difference between hookworm infection, where 
people become diseased, and hookworm infesta- 
tion. I used the illustration that a dog needs a 
certain number of fleas to keep its mind off the 
fact that it is a dog, and unless those fleas get 
to a very large size they do no harm. At one 
time we thought there was a certain toxin manu- 
factured by the hookworm which caused harm, 
whether there was only one hookworm or two or 
more. One of the advantages of growing old is 
that you find people come around more.and more 
to your opinions. 


Dr. W. A. Brumfield, Blacksburg, Va.—lI 
disagree with both speakers about drawing a 
fine line between hookworm infection and hook- 
worm disease. Dr. Smillie spoke of the rough 
methods of determining them. Those methods 
can be used at ten feet as well as any other way. 
Any one who is familiar with hookworm disease 
can stand at ten feet and recognize a marked 
case. Infection with even a small number of in- 
testinal parasites will do much to take away the 
vitality. 


Dr. M. A. Fort, Atlanta, Ga.—In southwest 
Georgia I have been in the rural districts re- 
cently and certainly by the eye we can diagnose 
75 per cent of those children to be seriously af- 
fected with hookworm. The doctors say that a 
few years ago, following the hookworm - cam- 
paign, the children were much better, but they 
have gone back. If we removed hookworm infec- 
tion as well as the disease that would not be the 
fact. 

I heard a paper in New Orleans some time ago 
on the effects of hookworm infection on the stu- 
dents in a certain college. Twenty per cent of 
the men in the junior class were affected. They 
were separated from the rest, but nothing differ- 
ent in their appearance could be seen. They 
were given the treatment, however, and in a few 
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weeks there was a marked gain in weight. They 
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West Indies. There we have seen fit to make a 


were not sick before, but certainly something “cure of the individual the object of our treat- 


kept down their weight. If we can do no better, _ 


let us simply attempt to remove hookworm dis- 
ease, but let us keep before us the ideal that we 
are not completing the work unless we also re- 
move hookworm infection, 


Dr. Roy K. Flannagan, Richmond, Va.—In 
1921, the International Health Board, the suc- 
cessor of the Rockefeller Hookworm Commission, 
carried on under State Board of Health auspices 
resurvey hookworm work in ‘four counties, 
namely: Dickenson, Wise, Lee and Richmond, 
with the discovery that there had been a reduc- 
tion as follows: 


Year Year 
We 1913, 48.6% infection 1921, 24.8% infection 
Richmond . . . 1911, 35.2% infection 1921, 2.38% infection 
Dickenson . . 1913, 46.5% infection 1921, 20.8% infection 
1913, 38.5% infection 1921, 16.4% infection 


During this year (1923) another resurvey has 
been conducted, the counties being surveyed be- 
ing Greensville, Southampton, Brunswick and 
Halifax. The results in the counties heard from 
are as follows: 


Year Year 


Greensville . . 1912,66.5% infection 1923, 8.4% infection 
Brunswick . . . 1912, 48.7% infection 1923, 4.6% infection 
Southampton .. 1912, 43.8% infection 1923, 5.6% infection 


Halifax . . . . 1911, 387.3% infection 1923, 2.0% infection 


Dr. H. H. Howard, Jackson, Miss.—It has been 
my privilege for some years to supervise the 
work of the International Health Board in the 


ment for this disease and to attempt to cure as 
many of the people found infested as possible. 
It has not been unusual for us to cure as many 
as 90 per cent of the persons infested. These are 
tropical countries, where the habits of the people, 
the climatic conditions and perhaps the nature of 
the food all conspire to make hookworm infesta- 
tion synonymous with hookworm disease, for 
mild infestations are rare. Are we not taking 
chances if we purposely leave hookworm infesta- 
tions behind us by failing to treat to a cure? 
We would not be if we had perfect sanitary pro- 
tection, but is it not possible for persons with a 
mild degree of infestation to transmit severe in- 
festation to some one else? 

From my experience there, I am afraid to stop 
short of a cure, if a cure is practicable, if for 
no other reason than this: when you once have 
the interest of the individual and have him con- 
cerned about his condition, why not continue to a 
cure, for you will probably not be able to arouse 
his interest a second time. I think, too, that 
few of us would have the hardihood to say that 
even twenty-five hookworms might not be a factor 
in any individual’s health and in his fight against 
some other disease. 

If we, in handling great numbers of often a 
primitive type of people in great areas in the 
West Indies, can secure cures, then certainly in 
the intensive work of a county health officer deal- 
ing with more intelligent classes of population it 
should be possible to do so, 
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INTRA-URETERAL MANIPULA- 
TIONS*} 


By GEORGE R. LIVERMORE, M.D., F.A.C.S., 
Memphis, Tenn. 


To save a person from operation by in- 
tra-ureteral manipulations through the 
cystoscope is an achievement that means 
much to the patient. Having had a ure- 
teral calculus and having been relieved by 
cystoscopic methods, I can speak feelingly 
upon the subject. Many patients are sub- 
jected to operation which could have been 
avoided had ureteral manipulations been 
instituted, and I wish to impress upon you 
what may be done by this method. 

To many surgeons the demonstration of 
a shadow in the line of the ureter means 
but one thing, and that is operation. To 
the urologist, however, the shadow first 
must be proven to be in the ureter; and 
second, to be too large or too firmly em- 
bedded to pass. A few years ago we were 
satisfied that the shadow was in the ureter 
if it was in line with the shadow cast by a 
shadowgraph catheter, but it has been 
shown that calcified lymph nodes; phlebo- 
liths and other concretions which are en- 
tirely extra-ureteral, may also cast a 
shadow in line with the catheter. 

Kretschmer evolved the method of mak- 
ing two exposures on the same plate with 
a shift of the tube, and again we thought 
if the shadow was in line with both of the 
two shadows, it was undoubtedly a stone 
in the ureter. Bransford Lewis has shown 
and all of us have proven it to be true, 
that both shadows may often be in line 
with those of the ureter on a single plate 
and still not be in it. He devised the 
method of introducing a flexible metal in- 
strument and then making two exposures 
on the same plate. If the shadows re- 
main in line with each of those cast by the 


*From Department of Urology, University of Tenn-ssee. 
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tion, — Annual Meeting, Washington, D. C., Nov. 
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instrument, it is definitely proven to be in 
the ureter. 

Having satisfied ourselves that there is 
a stone in the ureter, our next step is to de- 
termine if it can be made to pass into the 
bladder. As a general rule, it may be as- 
sumed that a stone that has passed beyond 
the pelvis of the kidney can be made to 
pass downward into the bladder. There 
are exceptions to all rules and of course 
very large stones or those embedded in the 
ureteral wall or covered by spicules can- 
not be made to pass. Still it is surpris- 
ing what can be accomplished by patient 
and careful intra-ureteral manipulations. 


No one can state that a calculus of 
moderate size will not pass until some ef- 
fort has been made to assist it. How 
long can we persist in attempts at re- 
moval? Just so long as the patient shows 
no ill effects and there is no marked dimi- 
nution in kidney function. A word of 
warning here in a case report may not be 
out of place. 

The patient was a woman 60 years of age, who 
had a ureteral calculus three-eighths of an inch 
in diameter, about midway between the kidney 
and bladder. On account of the patient’s age 
and her anxiety over an operation, I persisted in 
efforts at removal even after the kidney function 
was becoming impaired. When I finally insisted 
upon operation, I found a hydronephrotic area in 
the upper pole of the kidney that necessitated 
partial nephrectomy. This could have been 
avoided had I used my own judgment and op- 
erated at the first sign of diminishing kidney 
function. 

Intra - ureteral manipulations to assist 
in the removal of a stone consist in the 
passage of a catheter, and, according to 
the method of Crowell, attempting to pass 
it beyond the stone. Failing in this, the 
injection of a 2 per cent solution of novo- 
cain will usually cause the ureter to relax 
and the catheter will glide by the stone. 
An attempt is then made to pass a second 
catheter up the ureter by the side of the 
one already in place. If this cannot be 
done, then the first one is removed and a 
larger catheter or bougie is introduced. 
It is also a good plan, after the instru- 
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ment has passed beyond the calculus, to 
leave it in the ureter for 24 to 48 hours, 
for it not only acts as a dilator, but also 
drains the pelvis, thus preventing back 
pressure and subsequent damage to the 
kidney which might result from obstruc- 
tion caused by the stone. 

Instruments have been devised for in- 
tra-ureteral work by Lewis, Garceau, 
Buerger, Walther, Bugbee and others, and 
recently I have added one for the removal 
of stones in the ureter. It consists of a 
flexible shaft with a stone grasping por- 
tion that can be opened and closed and a 
filiform attachment that guides it up the 
ureter. I have been able to remove stones 
with it that have defied all my other in- 
strumentation. It must be used most 
carefully and no attempt made to with- 
draw the stone. Simply try to loosen it or 
change its position very slightly. Fulgura- 
tion is also a valuable means of assisting 
the passage of a stone and Bugbee’s ure- 
teral fulguration electrode is an instru- 
ment that renders valuable service, not 
only in the ureter, but also in the bladder 
and urethra as well. ' 

Bransford Lewis’ alligator forceps, with 
parallel jaws, are excellent for use in the 
lower end of the ureter, and the cysto- 
scopic scissors of Buerger, all have a val- 
uable place in this work. When a stone 
reaches the intravesicle portion of the 
ureter, it has great difficulty in wend- 
ing its way into the bladder. It is in this 
type of case that fulguration, slitting the 
ureteral meatus with scissors or fulgurat- 
ing and dilating it with Lewis’ forceps, 
play such an important part in the final 
stage of the passage. 

I have not seen the proportion of stric- 
tures of the ureter that Hunner reports. 
It is, however, as much of a pathological 
process as stricture of the urethra and is 
fortunately amenable to treatment. Dila- 
tion with flexible bougies, gradually in- 
creasing the size, is the method usually 
employed and has proven very successful 
in my hands. When the stricture is at 
the ureteral meatus, fulguration and slit- 
ting with cystoscopic scissors is followed 
immediately or at another slitting by dila- 
tion with bougies. 

Intra-ureteral manipulations would be 
incomplete without mentioning uretero- 
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graphy. This is a very important diagnos- 
tic aid and is often overlooked because a 
pyelogram has been made. To make a suc- 
cessful ureterogram, it is important to 
withdraw the catheter nearly to the ure- 
teral opening, slowly injecting the solu- 
tion as the catheter is gradually with- 
drawn. The catheter should fit snugly in 
the ureter or better still (as some one has 
suggested) can be armed near its tip with 
a wax bulb which, pressed firmly against 
the ureteral meatus, prevents the escape 
of the pyelographic solution. 


Sodium bromid is a very satisfactory 
material for use in this work, but Lows- 
ley has proven that of all the prepara- 
tions that cast a shadow, sodium iodid in 
15. per cent solution is the least harmful 
and fulfills all other requirements as well. 


The antiseptic pyelographic solution of 
Drs. Cunningham, Graves and Davis, one 
gram mercuric iodid in 3000 mils of a 12 
per cent solution of sodium iodid is en- 
tirely satisfactory and eliminates the one 
remaining danger of pyelography, infec- 
tion. 

In closing let me impress upon you that 
intra-ureteral instrumentation is a very 
delicate procedure and should be done 
with the utmost care and gentleness, using 
only flexible instruments and manipulat- 
ing them in such a manner that no injury 
will be done to the bladder or ureter. 


Exchange Bldg. 


DISCUSSION 


Dr. John R. Caulk, St. Louis, Mo—We as urol- 
ogists do not have much trouble in differentiating 
ureteral and renal conditions from intra-abdomi- 
nal lesions, if we do what we should. But if 
any of you heard the discussion this morning of 
ureteral stricture and appendicitis, you would 
see and be convinced that we ourselves are en- 
tirely without a conclusion as to the exact state 
of affairs in the ureter. The discussion, as you 
saw this morning, was entirely discordant and 
asymetrical in almost every feature. When the 
ureter is involved in stricture, kinks and twists, 
we have to be very careful in interpreting -the 
exact fundamental location of the primary site 
of the trouble. Many of us overlook a condition 
at the ureteral meatus. Now, an obstruction at 
the vesical end of the ureter shows first as a dila- 
tation outside the bladder wall because that is the 
first place it can dilate. My experience teaches 
me that strictures or obstructions at the lower 
ureter are more often intra-mural and often give 
no visible evidence by cystoscopic means or even 
by catheter. Furthermore, we may have ob- 
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structions due to congenital atresia or constric- 
tions at the meatus and also to congenital valves. 
These obstructions are responsible for a large 
number of tortuous and twisted ureters that we 
see, and also for some of the kinks in the upper 
ureter. This latter is quite important and we 
have all probably been guilty of suspending kid- 
neys for pain when associated with kinks, 
whereas the true cause was obstruction in the 
lower ureter, 

Occlusion at the lower end of the ureter is 
promptly followed by an elongation and twisting 
of the canal, usually starting in the region near 
the kidney pelvis. For this reason a differential 
diagnosis between movability and lower obstruc- 
tion requires great detail. 

As to the cure of these ureteral obstructions, 
high dilatations will give relief to a great many 
individuals, but in the congenital intravesical 
obstructions I have found it much more satis- 
factory to slit the ureteral orifice by cautery scis- 
sors which I have recently had made. In this 
manner the improvement is much more rapid 
and later dilatations are much more effective. 


Dr. H. W. E. Walther, New Orleans, La.—A 
great deal of intra-ureteral work must be 
done with the patient in an institution. En- 
tirely too much ureteral manipulation has been 
done in offices. I cannot feel that I am alone in 
this, in getting those terrific reactions in patients 
walking into an office, disrobing, getting onto a 
table, submitting to this third degree and get- 
ting off the table again, dressing and walking to 
a taxi or trolley. That upset is sufficient to tie 
them into a knot either on the car or by the time 
they get home. The reaction usually reaches its 
crisis at about midnight and then you are called. 
I have been rather discouraged with being called 
out at midnight to administer a hypodermic, and 
so I have taken more of these cases lately to an 
institution where they are kept for 24 to 48 hours 
after the manipulation. I rest better at night 
and so does the patient. 

Dr. Livermore brought out the point of the in- 
dwelling catheter in the ureter. A great many 
of us feel that all that can be done is to change 
the position of the stone or hope that the metal 
bougie will knock off a few needle points or spi- 
cules. Once these are broken off, the stone comes 
down. I have found that a very satisfactory pro- 
cedure is to put a Garceau catheter in the ureter 
and leave it there a few days. I have had sur- 
prisingly little reaction from it. I am, to some 
degree, one of the converts of Dr. Hunner in be- 
lieving that many obstructions in the ureter are 
due to stricture, the etiology of which may be 
obscure. 

Where one is dealing with severe reactions, the 
retention must necessarily be less than when 
there is little or no infection present. I have 
been lavaging the kidneys with the indwelling 
catheter in place, and cannot feel that I have 
done them any harm. We should look for ure- 
teral stricture more in the future by the method 
that Hunner and several others have described. 
Unless we look for them we are not going to 
find them. I have repeatedly emphasized the 
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point that Dr. Hunner makes, that these obstruc- 
tions or narrowings, call them what you will, 


cannot be diagnosed with a 5 or 6 (French)- 


catheter, and even in the male you can sound up 
to at least an 11 (French). The 11 (French) 
bulbs will often make the diagnosis for us if we 
note the grasp of the bulb when an attempt is 
made to withdraw it. 

I feel perfectly in accord with Dr. Caulk in 
most of these matters relative to pathology in 
the bladder and the ureter. They are there and 
we should look for them. 


Dr. Nathan P. Sears, Syracuse, N. Y.—Dr. 
Livermore has called attention to the article 
which I published last year on calking the lower 
end of the ureter for a pyelogram. I feel that to 
obtain a ureterogram by the method of drawing 
the catheter down there must be such a change 
of pressure and such an opportunity for part of 
the fluid to leak past the catheter that any of 
the abnormal convolutions which may occur on 
the film may be artefacts, and in trying to think 
of a way to obtain equal pressure in the walls 
of the ureter I struck upon the plan of putting 
a wax bulb of 3% millimeters in diameter back 
over the whistle tip of the catheter, fixing that 
into the cystoscope and passing it into the blad- 
der, putting that into the intramural portion of 
the ureter. The patient has to be inclined 15 or 
20 degrees or more off the table, or sodium bro- 
mid will run down into the kidney and leave the 
middle portion of the ureter empty. Lastly I 
inject fluid carefully. In this way we get a very 
satisfactory ureteral pyelogram. I have used 
the syringe so far and I was interested to hear 
some one speak yesterday of a little manometer 
attached to the syringe to keep the fluid at a 
certain pressure. This, I think, is an excellent 
idea. The caulk prevents the flooding around the 
catheter. The only difficulty is knowing the size 
of the ureter. Bard, of New York, is now mak- 
ing some bulbs woven into the catheter which I 
think will be an advantage. The urine may be 
collected through the catheter in this position 
just as if the catheter went into the kidney and 
a portion mxy be taken out for the microscopic 
and chemical examination. And then later, if 
necessary, the catheter can be passed up or a clean 
catheter put into the other channel and passed 
into the kidney. By this technic a complete ex- 
amination of urine from both kidneys, function 


test and ureteropyelogram may be made at one- 


sitting. 

Dr. Francis R. Hagner, Washington, D. C.—I 
have never personally found it necessary to put 
two catheters into the ureter to diagnose calculus 
or to be sure it is in the ureter. When we have a 
man who understands x-ray work and is good at 
working with the stereoscope he can nearly al- 
ways see whether the stone is in the same line 
with the catheter. If there is any question we 
use a wax-tipped catheter for more accurate 
diagnosis. 

I must endorse forcibly what Dr. Walther said 
about doing ureteral manipulations in the office. 
We have not done them there for a great many 
years. We make all patients go to the hospital 
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and stay one night. As he says, they usually 
have pain when through and for some hours 
after. It is our experience that many have no 
pain if they are kept quietly in bed for 24 hours, 
and if pain does occur they are at once relieved 
by a hypodermic of morphia. In many of these 
cases we have to use manipulation two or three 
times and the patients are very much better sat- 
isfied and more willing to have manipulation 
again if they are handled in this way. 

As to strictures of the ureter, we find them 
occasionally in men. I do have a good many 
women patients and also find strictures in these 
cases occasionally and after dilatation they re- 
cover from their symptoms. It depends upon 
the size of the instrument used whether you find 
stricture in the ureter very frequently or occa- 
sionally and it is my impression that when we 
have a stricture that is causing symptoms we 
find evidences of urinary retention above the 
stricture. 


Dr. R. B. Melver, Jacksonvilie, Fla.—Up to 
three years ago, as soon as the diagnosis of stone 
in the ureter was made, preparations were made 
for an open operation. Following the interest 
that was aroused particularly by the report of 
the Crowell Clinic and other places, we took up 
manipulation, and in the last three years have 
not operated for any stone in the ureter except 
after systematic intra-ureteral manipulations. 
Stones of unusual size can be gotten through. 
Two weeks ago we removed a stone three-quar- 
ters of an inch long by half an inch broad after 
passing the stone with the catheter simply by an 
injection of oil into the passage of the ureter 
itself. After the catheter is once passed by the 
stone, if nothing else is done at the first sitting, 
the patient gets relief if there is a back pressure 
above the obstruction. The back pressure is due 
possibly to swelling of the ureteral wall around 
the stone, blocking off drainage. 


A great majority of our patients are from the 
laboring classes that are not able to go to a hos- 
pital and take the extra expense of using the op- 
erating room and a day in the hospital, etc. We 
have them handled before they come down by 
some friend or take them in a wheeled chair to 
the door and home and to bed until the next day. 
We always give them a hypodermic when we do 
the work in the office. We believe our reactions 
have been less because we use a hypodermic in 
advance twenty minutes before working. We use 
4 per cent novocain freely in the ureter. One 
’ other point in cases that have a great deal of 
pain from cystoscopic work of all kinds. Lately 
in some cases we have used with considerable 
benefit intracordal injections of 20 mils of 1 or 2 
per cent novocain. 


Dr. A. E. Goldstein, Baltimore, Md—No mat- 
ter how gentle we desire to be, there is a certain 
amount of pain produced at the time of examina- 
tion in some cases. Where you can diagnose a 
stone and inform the patient that he has a stone, 
dilatation is necessary at first. The pain pro- 
duced by dilatation is so severe frequently with 
patients after treatments that they would rather 
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have an operation than have intra-ureteral ma- 
nipulation. This has occurred to me many times 
in the past few years. Recently, by the applica- 
tion of sacral anesthesia in cystoscopy, this has 
been reduced somewhat. We believe that the 
pain produced by cystoscopy is more than that 
produced by intra-ureteral manipulation, and 
with sacral anesthesia the ureteral manipulation 
is withstood very much better than with no anes- 
thetic at all. 


Regarding the dilatation of strictures, we do 
not quite agree with Dr. Caulk, who claims you 
cannot dilate above number 11. I have dilated 
as high as 15 to 16, using retrograde catheteriza- 
tion. The introduction of the catheter for ure- 
terograms with the catheter low down, I worked 
out three years ago on the normal ureter and 
found that the only satisfactory ureterogram 
obtained is by having the catheter low down. 


Dr. L. C. Todd, Charlotte, N. C.—The pressure 


’ used is a very important factor in the production 


of reactions after pyelography. We found in 
examining pathologically the kidneys which had 
been removed fcr other conditions in which pye- 
lography had been done, that there were certain 
traumatic injuries apparent in the kidneys. They 
consisted of rents in the pelvic mucosa and occa- 
sionally splits in the substance of the kidney. At 
that time we were using sodium bromid as a pye- 
lographic medium, but in investigating the mat- 
ter further we went back and examined all our 
pathological kidneys removed when thorium ni- 
trate was in vogue, and found the same thing to 
be true. We thought at first that the 
hypertonic solution itself was to blame. Dr. 
Thompson and I started experimental work 
to see what effect pressure had in _ pro- 
ducing traumatic injuries to the kidney. In 
experimental animals we could produce exactly 
the same pathology by injecting physiological salt 
solution under increased pressure, or pressure 
that is higher than safe to use in the human 
patient, and we devised a little manometer at- 
tached to a syringe, which Dr. Sears mentioned. 
With this it is very easy to control the pressure 
at which the solutions are injected into the ureter 
through the catheter. We found that, when a 
pyelogram was made at the pressure of 50 milli- 
meters of mercury or less there was a very 
marked diminution in the severity of the reaction 
following. Furthermore, the functional output of 
the kidney was not impaired in the least. In 
the cases in which we had the opportunity to do 
a pyelogram under high pressure we found out 
that the functional output of the kidney was re- 
duced to one-half or one-third of its previous 
function, and from the fact that we could get this 
effect with physiological salt solution as readily 
as we could with any of the well-known pyelo- | 
graphic media, we came to the conclusion that 
pressure was the chief factor in the production of 
this renal injury, and for that reason ever since 
we have been using routinely this manometer at- 
tached to the syringe. 


Dr. John T. Geraghty, Baltimore, Md.—I have 
always been rather doubtful about the value of 
our ureteral manipulations as far as immediate 
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passage of the stone is concerned. We are deal- 
ing with a muscular tube and dilatations of this 
tube cannot produce any permanent enlargement 
of it. The moment you withdraw the dilating 
instrument the ureter instantly comes down to its 
normal size, so there is only one condition in 
which dilatations can be of any value or aid to 
the passage of the stone, and that is where you 
have infiltration of the ureteral wall or stricture 
of the ureter in front of the stone. Of course, in 
many cases we do not have that. Dr. Livermore 
mentioned the use of fulguration on the ureteral 
stone. Personally, I should think that that would 
be a more dangerous procedure to use outside of 
the bladder portion of the ureter. You have ab- 
solutely no control, do not know where your spark 
is. going and can easily burn the ureteral wall 
and subject it to the formation of a stricture and 
greater trouble than was produced by the stone 
itself. It is a rather dangerous procedure be- 
cause the amount of reduction of the stone which 
you could accomplish by a mild fulguration seems 
to be slight. Fulguration for stone in the lower 
end of the ureter is, of course, a very valuable 
procedure. There you burn away the mucous 
membrane of the mural portion of the ureter 
and open it up so that the stone can drop out. 
That procedure is carried out quite frequently. 
Nobody has sounded a warning about our manip- 
ulating a stone where there is only a single kid- 
ney. It has been a very serious thing for us to 
dilate too long and to try to make manipulations 
where the patient has only one kidney. We have 
had some very sad experiences in which the stone 
came down and blockaded and the patient 
developed a very acute infection. Where there 
is a single kidney and where it has a stone that 
is impacted, even though it is not causing com- 
plete blockade operative procedure, should be 
very seriously considered and no delay allowed. 


We hear a great deal about kinks in the ureter 
which are due to one or two causes from a ne- 
phrectosis, dropping of the kidney or dilatation 
of the ureter. As Dr. Caulk says, the kink elon- 
gates itself and its presence is of no importance. 
You might just as well ask whether the digestive 
tract can be a straight line as the ureter. They 
are both muscular tubes and _ whether it lies 
straight or in folds is of little consequence. You 
can show experimentally that it makes very little 
difference. You may produce an acute angular 
kink in the ureter experimentally by sewing the 
two walls together and you get absolutely no ob- 
struction and no change in the ureter above that 
point. That, of course, would not be true if you 
had a fibrous tube, but you have a muscular 
tube, and it is true. It readily accommodates it- 
self to the position in which the ureter is placed. 


Dr. A. J. Crowell, Charlotte, N. C—I wish 
to emphasize what Dr. Geraghty just said. 
We must act and act immediately when we have 
an impacted stone in the ureter when there is 
only one kidney. We must persist in our efforts 
to get by the stone and give drainage to the kid- 
ney. If we fail we must operate at once because 
the patient has only one kidney and anuria is the 
result if we fail to get by the stone. In the 
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great majority of cases we will succeed if we 
persist in our efforts. We have operated on ten 
or twelve cases of ureteral stone in approxi- 
mately 180 cases coming to our Clinic. These 
were too large to be removed by cystoscopie ma- 
nipulation. We have had to operate for ureteral 
stone twice within the last two weeks. When we 
succeed in getting the catheter by the stone, it 
should be fastened in and retained for 24 to 48 
hours in order to dilate the ureter and drain the 
kidney. I have seen the patient go to sleep be- 
fore being removed from the table after such 
drainage. This occurred only yesterday in a 
pregnant woman who was suffering with a hydro- 
pyonephrosis. Her temperature dropped in a few 
hours from 103° to normal. 


Dr. W. Calhoun Stirling, Winston-Salem, N. 
C.—One of the most difficult conditions that we 
have to deal with is obstruction of the ureter due 
to pregnancy, not coincident to pregnancy but as 
a result of it. Recently we have had six or seven 
such cases of acute ureteral obstruction due to 
pregnancy. Roentgenograms were made in all 
of the cases and no harmful results were ob- 
served in any instance. In three of the patients 
the fetal bones were seen obstructing the ureter 
in the upper third with an acute kink in it. The 
temperature was as high as 105 degrees and an 
opiate was required to keep the patient quiet. 
On passing a ureteral catheter through the ob- 
struction immediate relief of pain was obtained, 
but as soon as the drainage was stopped by re- 
moving the catheter the symptoms recurred and 
in two cases delivery was required to cure the 
obstruction, as it was not feasible to keep a cathe- 
ter in the ureter until term. This condition is 
one of the most obstinate we have to deal with 
and requires constant attention. Continuous pel- 
vic lavage has proven of great benefit in these 
cases. One woman who came in the hospital 
had had thirteen chills, one every day, pro- 
foundly septic, with a temperature of 106 de- 
grees. After a catheter was passed to the kidney 
pelvis the temperature came down, her general 
condition improved rapidly and she made a rapid 
recovery following drainage and went on to nor- 
mal term. 


Some time ago I saw Dr, Hunner doing some 
of his work and returned home determined to be 
more on the alert for ureteral stricture, but like 
Dr. Hagner I am unable to confirm all Dr. Hun- 
ner has found in his experience. In a series of 
something over two hundred cases I have seen 
since that time I have seen very few cases of 
definite ureteral stricture. I have seen several 
where a hang to the catheter was obtained, but 
on subsequent catheterization and doing a pyelo- 
gram no evidence of dilatation and stasis of urine 
was found in the kidney. The findings at au- 
topsy and on anatomic specimens fail to support 
his contention. I saw the report of a series of 
autopsies in the army in which pyelonephritis was 
found in 20 per cent of the cases and stricture was 
found in such a small number of cases that it 
was not mentioned. This evidence makes the 
statement that strictures cause so many kidney 
lesions untenable. If a large enough bulb is 
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passed into a normal ureter a hang will be elic- 
ited due to spasmodic contraction, normal ana- 
tomic constrictions, etc. In a case where a num- 
ber 7 ureteral catheter will pass readily to the 
pelvis I cannot believe that enough obstruction 
exists to cause all the symptoms complained of 
by the average case. 


Dr. A. I. Folsom, Dallas, Tex.—I want to call 
attention to the danger of the procedure. I am 
glad Dr. Geraghty called attention to the danger 
of one single kidney. Cases under my observa- 
tion that vividly impressed me on the day follow- 
ing the effort to dislodge the stone had acute 
suppurative nephritis. 

That situation can occur rather more fre- 
quently than we think. The question of a severe 
infection’s spreading rapidly following these ma- 
nipulations has to be taken into consideration. 
A severe reaction occurs after the manipulations 
and everybody is agreed that the patient should 
go into a hospital. It has been my experience, 
however, in the last two or three years that if 
you will allow the patient to lie down for a half 
day in your office afterward and flush his kidneys 
with water, the reactions following manipulations 
of the ureter are materially diminished. One 
reason why we have such vigorous reactions in 
cases of stones is that frequently there is an 
association of stricture and stone, and sometimes 
it is difficult to differentiate the primary pathol- 
ogy. I think sometimes stricture of the ureter 
can occur and we can have a stone above it as a 
secondary procedure. When we manipulate that 
ureter and take the catheter out we have a prac- 
tically complete closure in the stricture and a 
very severe situation to deal with. Cases are 
very much more apt to have reaction if you let 
them get up and around than if you keep them 
quiet and keep a free flow of urine through the 
ureter. I have not had the experience of Dr. 
Caulk in not being able to dilate these ureters. 
By using a Bright cystoscope, which is a straight 
cystoscope, we are able to get practically as 
much dilatation as you get with the Kelly endo- 
scopic tube. The Garceau catheter is an excellent 
means in these cases, and I think it should be 
left in place not more than 24 to 36 hours. As 
to the question of location of these strictures, I 
must say that my experience has been that men- 
tioned by Dr. Caulk. The majority of them have 
been close to the bladder, not entirely intramural 
in the bladder wall, as I frequently have seen 
cases of atresia in the ureteral opening. There 
is a prevalent idea among doctors that the ure- 
thra that will tolerate a 24 French sound is not a 
strictured urethra, but we all know that is fool- 
ish. If you try these cases for a stricture of the 
ureter in the same careful manner in which you 
try the urethra, you will find many more than we 
find today. 

Dr. H. A. Fowler, Washington, D. C.—Some 


years ago we felt a great deal of enthusiasm for 
the removal of ureteral stones by intra-ureteral 
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manipulations with a catheter, and we thought 
we did succeed in removing a certain number in 
this way. I think we went so far as to write a 
paper on the value of some injections into the 
ureter for the purpose of relaxing the ureter and 
allowing the stone to drop down. That was long 
ago. I have forgotten what we injected. Our 
feeling in the last few years has been that if the 
stone will enter the ureter from the pelvis, pass- 
ing the first narrow point in the ureter, in a 
very large percentage of cases it will successfully 
pass through the lower end of the ureter and 
into the bladder. So we have come to feel that 
intra-ureteral manipulation with a catheter and 
injection of olive oil and so on really has little to 
do with it. We pat ourselves on the back, think- 
ing we have accomplished a great deal by our 
manipulation when, as a matter of fact, Nature 
has expelled the stone. 

Given a case of stone in the ureter that has 
passed from the pelvis into the ureter, unless 
there be some pathology in the ureter which deter- 
mines the retention of the stone, such as a stric- 
ture, the stone will pass if we give Nature half 
a chance. We fill the patient full of water to 
increase excretion and fully expect that if we 
visit and watch the patient for any possible dam- 
age to the kidney, the stone will pass. I had re- 
cently an experience of this kind, being called 
to see a patient who had had anuria three days. 
An x-ray had been made and a small stone was 
found in the lower ureter. I saw him in the 
evening and told the physician that if the stone 
did not pass and the ureter did not open up 
that we would look into it and see if we could 
change the position of the stone to possibly help 
its expulsion. We did not drag him to the hospi- 
tal that night, did not get excited over it, but 
waited until the next day. The stone passed 
very nicely and the patient was relieved. Subse- 
quent examination showed that the patient had 
only one kidney and that kidney was of very 
large size. 

Of course, there are other factors which we 
must consider: the question of possible kidney 
damage, the question of infection, kidney damage 
and what not. Here is a chance for the exercise 
of as fine surgical judgment as a_ urologist is 
called upon to exercise. 


Dr. Livermore (closing).—Dr. Caulk said he 
had not had satisfactory results with the scissors 
in cutting. My scissors were not very satisfac- 
tory until a traveling doctor came through Mem- 
phis who was also a mechanic and an expert on 
repairing instruments. He took my little scis- 
sors and made them so sharp that they work like 
a dream. If he comes through your city let him 
do it for you. 

After cystoscopy all of us have had trouble 
and have given codein, morphin, benzol-benzoate, 
etc., without results. It is rather disagreeable to 
have the patients around the office, as many of 
them become nauseated and vomit all over the 
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place. It is a good idea to have them in a hospi- 
tal. I have never found anything satisfactory to 
control the pain except morphin. — 

Dr. McCollum says there is no pain following 
the injection of air into the ureter in making a 
ureterogram or pyelogram, but this has not been 
the experience of others. I have been afraid of 
air embolism, for they taught us in the old days 
that it was a bad thing to get air in a vein. 
Since intravenous medication has become so pop- 
ular, I am sure this danger was exaggerated. I 
know a man who injected 20 mils of air into a 
dying horse’s veins, repeating the dose about six 
times. After the sixth dose the horse fell down, 
but was soon on its feet again. He lived three 
days after this and there was no evidence that 
he died of air embolism. 

Dr. Sears and Dr. Hagner spoke of scratches 
on the catheter as diagnostic of stone, and stated 
that we could make a diagnosis by means of stere- 
oscopic plates. Sometimes we can, sometimes 
we cannot. This is merely another method of 
verifying our findings. A flexible metal instru- 
ment is passed up the ureter and after taking a 
picture we shift the tube and make a second ex- 
posure. If the shadow is in line with both cathe- 
ters, then you know it is in the ureter. 

Dr. Hunner deserves our gratitude and thanks 
for the pioneer work he has done. Ureteral 
stricture is just as much of a pathological condi- 
tion as stricture of the urethra. I have seen 
them and know they occur frequently, but I have 
not seen the percentage of cases that Dr. Hunner 
has. It may be that I have not the diagnostic 
acumen to find them, but we are looking for them 
every day and hope we are not overlooking many. 

Every man who starts with something new 
will be criticised. Dr. Bransford Lewis, of St. 
Louis, first aroused my interest in intra-ureteral 
manipulation for stone. Dr. Folsom, who refers 
to its dangers, is a kill-joy. In answer to him, I 
stated in my paper that it was very delicate work 
and required the greatest care and skill. 

Dr. Geraghty states that he is afraid the ful- 
guration wire would burn through the ureter. 
You know you get a certain amount of edema in 
front of the stone and all you wish to do with 
your fulguration wire is to puncture the edema- 
tous area. The merest touch will do it. Dr. 
Fowler says smooth stones will pass, anyway. 
Of course many of them do, and so do babies, but 
you have to help them along with forceps some- 
times. A stone that is covered with spicules or 


embedded in the mucous membrane is not going 
to pass unless you do something to loosen it, and 
by putting a catheter in the ureter and working 
the catheter beyond the stone you may loosen it, 
or you can pass my instrument up and grasp the 
stone and change its position slightly and it will 
come down after it has been there for months. 
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THE DIAGNOSIS AND TREATMENT 
OF CERTAIN CONDITIONS OF 
THE VESICAL NECK* 


By EpGAR G. BALLENGER, M.D., F.A.C.S., 
Professor of Urology, Atlanta Medical 
College, Medical Department, 
Emory University, 
and 
Omar F. ELper, M.D., 
Associate Professor of Urology, Atlanta 
Medical College, Medical Depart- 
ment, Emory University, 


Atlanta, Ga. 


In discussing the vesical neck or deep 
urethra and verumontanum, we shall 
take the opportunity to review some of 
our past errors of omission and commis- 
sion, and direct attention to certain points 
which we think represent progress. 

We believe that there have been more 
errors of omission in failing to recognize 
the disturbances which arise from abnor- 
mal conditions of the verumontanum 
than in the failure to recognize any other 
pathologic lesions of the genito-urinary 
tract. 

This is due largely to the fact that uri- 
nary findings, such as pus, blood, casts, 
albumin, urinary obstructions, residual 
urine, etc., are negative in the type of 
lesions of the verumontanum which usu- 
ally require endoscopic treatment. 

The symptoms are often misleading. 
They may be urinary, such as undue fre- 
quency or pain at the end of urination; 
or sexual, such as premature emissions 
and impotency, partial or complete; or 
the symptoms may be nervousness, more 
or less ill defined; they may be directed 
to the muscles of the back or thighs; or 
there may be a deep-seated itching sensa- 
tion or a feeling of discomfort at the neck 
of the bladder, etc. 

Varying combinations of the above 
symptoms may be present in the hyper- 
esthetic or hypertrophied verumontanum, 
and unless we are thinking of such condi- 
tions we are quite likely to overlook them 
or tell the patient that his symptoms are 
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of no consequence and may of themselves 
disappear. 

Prolonged ungratified sexual desire, 
such as is incident to frequent “petting 
parties,” is usually in the history of such 
patients, and this or similar things, or 
conduct in a way related to such sexual 
affairs, plays an important etiologic role 
in the production of pathologic lesions of 
the verumontanum. 

Formerly our method of treating the 
verumontanum with applications of silver 
nitrate was sufficiently crude to make 
many of the patients prefer their com- 
plaints to the treatment. It also kept us 
from feeling any enthusiasm about the 


_ application of remedies to the verumon- 


tanum through the conventional endo- 
scope. Our failure to recognize the sig- 
nificance of these more or less trivial 
symptoms, and the more or less bungling 
and painful treatment, resulted in inabil- 
ity to obtain satisfactory results in many 
patients in the past who have since been 
cured and now have a sense of sexual and 
genital well-being which is gratifying 
both to them and to us. 

If we were asked what part of our 
work in the past fifteen years had been 
most neglected and most inadequately 
treated, we should say the management 
of patients with abnormal conditions of 
the verumontanum. Yet we do not think 
our work differed very much from that 
we have seen done by the average urolo- 
gist. We are now of the opinion that a 
larger percentage of patients with vague 
or ill defined genital or urinary symp- 
toms, non-inflammatory and non-obstruc- 
tive in character, ‘will be cured by appro- 
priate applications to the verumontanum 
than from any or all other methods. 

In this paper we wish to direct atten- 
tion mainly to four things: 

(1) An endoscope with rounded edges 
which is used without an obturator; 


(2) The employment of adrenalin chlo- 
rid in the anesthesia to shrink up the 
verumontanum and to render the appli- 
cation of silver nitrate and acid nitrate 
of mercury less painful; 

(3) The employment of applications 
of silver nitrate to the verumentanum in 
the treatment of obscure bacteriuria 
where no abnormality can be found in 
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the bladder, prostate, seminal vesicals, 
ureters or kidneys; and 

(4) X-ray pictures of the bladder dis- 
tended with air to outline the prostate 
gland and projecting vesical snouts. 

We shall omit discussing many of the 
more or less well known conditions of the 
deep urethra in order to give more time 
to the above mentioned subject. 


ENDOSCOPE 


A few years ago we modified the Swin- 
burne endoscope by having it made with 
rounded edges so that it could be used 
without an obturator. We also had a 
small channel made in the lower part of 
its lumen so that urine which might come 
into the deep urethra could be drawn out 
by suction, thereby lessening the mop- 
ping with applicators to get rid of it. 
Later we found that by having the edges 
rounded, so that we could look as the 
endoscope was advanced into the deep 
urethra, the verumontanum could readily 
be seen, and that very rarely did the 
urine come into the endoscope. The sin- 
gle modification of rounding the sharp 
edges was the only thing necessary and 
the additional expense of providing the 
channel for drawing out the urine was 
not required. With this instrument, which 
we show you, the time and pain required 
for are both definitely les- 
sened. 


URETHRAL ANESTHESIA AND ADRENALIN TO 
THE VERUMONTANUM 


For years nose and throat specialists 
have employed adrenalin chlorid and co- 
cain to shrink the turbinates so that a 
better view may be obtained and the ap- 
plication of the desired remedies facili- 
tated. 

The vascular character of the hyper- 
emic verumontanum renders it a suitable 
place to employ adrenalin for the same 
purpose and its highly sensitive nerve 
terminals make it desirable to lessen its 
size so that it will not be less pressed 
upon by instrumentation. 


In view of these and other advantages 
which come from the use of adrenalin for 
this purpose, it seems somewhat strange 
that it has, herétofore, received little if 
any attention. Sometime ago when we 
began its use we looked over the litera- 
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ture, but were unable to find any refer- 
ence to its employment on the verumon- 
tanum. 

By adding 12 minims of adrenalin chlo- 
rid solution, 1/1000, to the solution of 
local anesthesia which is injected through 
an instillator, the pain of endoscopic 
treatments as well as the discomfort of 
cystoscopic examinations is undoubtedly 
lessened. Of course, it should only be 
used in case the diagnosis has already 
been made for the obvious reason that 
the hypertrophy, abnormal ‘hyperemia, 
etc., would not be recognized. 

During the past five years we have 
gradually become converted to the use of 
local anesthesia in the urethral tract, 
after having many years thought that the 
best anesthetic in the urethra was ade- 
quate lubrication and a gentle hand. We 
now use it in all applications to the deep 
urethra and for cystoscopic examina- 
tions, and add to it the adrenalin chlorid 
solution. 

We have not seen any untoward effects 
from alypin and novocain in several thou- 
sand injections into the urethra, nor from 
the combination with adrenalin for the 
deep urethra in about 350 instillations 
during the past eight months. We employ 
a 1 per cent solution of the anesthetic and 
we use it cautiously in those patients who 
have gross lesions of the urethra and 
those who have been subjected to rough 
instrumentation. Undoubtedly the pa- 
tients who have the sharpness of the dis- 
comfort relieved by anesthesia will report 
for subsequent treatments they may need 
with more promptness and regularity 
than they do when they dread _ instru- 
mentation. 

The plan we follow is to inject a 1 per 
cent solution of novocain, alypin, etc., into 
the anterior urethra, which is then gently 
pressed so as to carry some of it into the 
deep urethra. The meatus is clamped 
with an ordinary slide holder which has 
rubber tubing over it to prevent discom- 
fort from its grip. 

In a few minutes we use a Bremer- 
mann instillator to carry the adrenalin 
and novocain or alypin solution into the 
deep urethra. A few minutes are again 
allowed to elapse and the instrumentation 
is begun. By using the endoscope with 
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rounded edges and without the obturator, 
so that we may look as the instrument 
passes into the deep urethra and with the 


adrenalin anesthesia, it is exceedingly 


easy to see the verumontanum as it comes 
into the open end of the endoscope and ap- 
ply nitrate of silver, which we usually em- 
ploy in a saturated solution. 

The bleeding, which not infrequently 
occurs in the congested and hypersensi- 
tive verumontanum, is definitely de- 
creased. Very little, if any, mopping 
with applicators is required and the pain 
and time required are proportionately 
decreased. 

We hope the question of urethral anes- 
thesia in general will not be brought into 
discussion, for the reason that we all have 
such divergent opinions about it and the 
points we make are not dependent upon 
local urethral anesthesia. 


BACTERIURIA 


The difficulty nearly always experi- 
enced in the treatment of bacteriuria 
where no definite lesion can be found in 
the genito-urinary tract is probably fa- 
miliar to us all. Eight of such patients 
have been cured by applying the concen- 
trated solution of silver nitrate to the 
verumontanum through the endoscope 
as above described. The exact manner 
in which such a procedure effects a cure 
we are unable to explain, but as to its 
value in cases which come in this class, 
we have been thoroughly convinced. It 
may be that there is a focus of infection 
in the sinus pocularis which is in this 
manner destroyed, though such foci are 
not obvious as are the foci associated with 
pyogenic infections of the sinus pocu- 
laris. Seven out of eight of the patients 
cured have been treated by us with the 
usual measures unsuccessfully, and some 
of them at periods for several years. The 
improvement was noticeable frequently 
after the first treatment and the urine 
was usually clear after from three to five 
treatments. Two weeks are allowed to 


elapse between treatments. 


The Demonstration of Medium Lobe 
Enlargement of the Prostate Gland and 
Prostatic Snouts which Project Into the 
Bladder by X-Ray After Distending the 
Bladder with Air.—Recently we have em- 
ployed air injections inte the bladder pre- 
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ceding the x-ray pictures to outline pros- 
tatic enlargements and projecting snouts 
with such success that we wish to direct 
attention to this procedure and demon- 
strate a few plates. The plan is quite 
simple and easy to carry out. The patient 
takes the usual dose of oil, enema, omits 
breakfast, etc. A catheter is passed and 
a rubber band is placed around the penis 
to prevent the escape of air, which some- 
times, though not always, will pass out 
along the catheter. The patient is turned 
face downward. A rubber tube is con- 
nected to the catheter and air is injected 
into the bladder until slight discomfort 
is produced. The x-ray is then taken 
slightly upward to show the prostatic 
projection in the axis of the pelvic bones. 
In this manner a good outline of the vesi- 
cal portion of the prostate is secured. A 
study of these plates gives a surprisingly 
clear idea as to the neck of the bladder 
and prostatic snouts. 

We do not, of course, think that such a 
plan is necessary in all cases, but rather 
where it seems inadvisable to do a cysto- 
scopic examination and those in whom 
we "2 that additional information is de- 
sired. 


DISCUSSION 


Dr. H. A. Fowler, Washington, D. C.—Dr. Bal- 
lenger uses a modified Swinburne endoscope. 
We have had more satisfactory examinations 
with Young’s endoscope, which permits a full 
view of the urethra. This we use as follows: 
a local anesthetic, 2 per cent novocain or sali- 
cain, instilled into the anterior urethra and 
milked back into the posterior urethra. This 
gives us sufficient anesthesia. The instrument 
is then passed to the bladder and the urine with- 
drawn. The table is elevated and the instru- 
ment slowly withdrawn until the vesical sphinc- 
ter is seen to contract down over the end of the 
instrument. In this way we can examine the 
sphincter region and the entire circumference of 
the urethra as the endoscope is gradually with- 
drawn, and a minute examination of the whole 
posterior urethra may easily be made. Occa- 
sionally it is necessary to reintroduce the instru- 
ment which can be readily done by introducing 
the obturator and advancing it to any desired 
level of the urethra without producing bleeding 
or injury. Topical applications may be made 
through the endoscope in those cases where in- 
dicated. We have found 10 per cent silver ni- 
trate solution best suited for the majority of 
cases. This we use as a general application to 
the whole posterior urethra, or with a small ap- 
plicator we can limit its application to the veru- 
montanum itself. We do not find so many le- 
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sions confined to the verumontanum, yet we can 
recognize and treat them when present. Occa- 
sionally we find polypoid growths of the veru- 
montanum, more _ frequently inflammatory 
changes of the mucosa, particularly a granular 
condition of the floor and lateral walls with in- 
flammatory changes about the utricle. To these 
conditions we ascribe many of the symptoms in 
these cases. 


We have failed to explain why it is that a 
certain number of these patients with an old his- 
tory of chronic infection of the prostate and ves- 
icles have marked nervous and neurasthenic 
symptoms persisting after the infection has been 
cleared up. When they come under observation 
the nervous and psychic symptoms are out of all 
proportion to the lesions found at the time of 
examination. Practically every case of prosta- 
titis suffers more or less from sexual disturb- 
ances, varying from premature ejaculation on 
the one hand to impotency at the other end of 
the series. For instance, there is the familiar 
group where the patient’s every thought is cen- 
tered on his posterior urethra. What the un- 
derlying pathology is I have failed to explain. 
Various treatments have been applied with an 
equal degree of failure. 


It has been our experience that bacteriuria 
often persists after the urine has become quite 
free from pus and shreds. We have seen these 
patients clear up for a few days or weeks and 
then the condition recurs as bad as ever. Where 
the condition persists we have determined fre- 
quently that the kidneys are uninfected. It has 
seemed to us that the infection is due to a lesion 
in the posterior urethra and I am not surprised 
that Dr. Ballenger has observed the urine clear 
up after the application of 10 per cent silver 
nitrate to the verumontanum. It is probable 
that in these cases the silver nitrate solution was 
applied to the focus of infection causing the bac- 
teriuria. We have seen the same thing occur 
after the application of flavine to the posterior 
urethra. 


We have had no experience with the use of 
adrenalin as a local anesthetic. There occurs to 
me a theoretical objection: when one does an 
endoscopy one wishes to see the condition of the 
urethral mucosa without the distorsion produced 
by the shrinking effect of adrenalin. Carried out 
under a local anesthetic, we do not find much 
difficulty with our endoscopic work. If the pa- 
tient bleeds on the introduction of the endoscope 
we infer that there is something wrong in the 
posterior urethra. There should be no bleeding 
if care is taken in the introduction of the in- 
strument. One will find that on repeated instru- 
mentation the amount of bleeding diminishes, 
confirming our belief that bleeding is due to a 
pathological condition of the posterior urethra 
rather than rough handling. 


Dr. George R. Livermore, Memphis, Tenn.— 
This type of case comes to us with very obscure 
symptoms, from pains in the legs to headache, 
backache and pain in the testicles; some with 
frequency, some without, and it has been my ex- 
perience, as Dr. Fowler has shown, that the 
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symptoms often do not coincide with the findings 
in the prostatic urethra. I have seen all changes 
in the verumontanum from the bifurcated to the 
globular cherry-like mass, and those irregular, 
punched-out places in the floor and lateral wall 
of the urethra that we come in contact with so 
often. I think that one reason that Dr. Fowler 
has not seen more of them is that the endoscope 
of Young opens on the end so that the urethra 
more or less collapses and does not give as wide 
a field as with the instrument opening on the 
side which holds the urethra open. 

I have never used adrenalin. Probably there 
is one objection in adding adrenalin to novocain: 
that the toxicity is increased. 

With regard to touching the verumontanum 
with silver nitrate, many of us have seen cases 
where, after doing endoscopic work, the urine 
cleared up. Some years ago I modified the type 
of follicular needle I was using, and have found 
it very useful. It can be obtained from Kny- 
Scheerer & Co. By using this needle and inject- 
ing the sinus pocularis, we can clear up those 
infections better than by merely touching the 
verumontanum with a solution. In regard to the 
urine or anesthetic’s obscuring the field, that is 
a very objectionable feature, and we have tried 
after injecting novocain to eliminate it by pass- 
ing a catheter before introducing the urethro- 
scope. We draw it down gradually until we 
evacuate the last drop that is present. This 
means there is not so much sponging after- 
wards. I have never used the saturated solution 
of silver nitrate, but have used 10 and 20 per 
cent with good results. In most of these cases 
there is not only a verumontanum involvement, 
but also an infection of the prostate and vesi- 
cles. Therefore, we should not confine our at- 
tention to the verumontanum, but should treat 
the prostate and seminal vesicles as well. 

I have not used air injections of the bladder, 
but in the x-ray plates, as Dr. Ballenger has 
shown, there is a definite shadow indicating an 
enlargement of the prostate. 


Dr. M. L. Boyd, Atlanta, Ga.—Dr. Ballenger 
has already given to urologists some interesting 
and useful urological instruments. I am sure 
that this endoscope which he presents will prove 
useful to urologists who are in the habit of mak- 
ing applications to the posterior urethra. It 
seems to me a much simpler way to apply medi- 
cines to the posterior urethra than the straight 
open-end endoscope which Dr. Fowler suggests. 
The question of making applications to the pos- 
terior urethra is of interest to me because for 
the last few years I have been of the opinion 
that these cases are cured by the ordinary meth- 
ods employed to cure prostatitis and the other 
chronic inflammatory conditions which surround 
the posterior urethra. Dr. Ballenger refers par- 
ticularly to patients with the essential lesion in 
the posterior urethra. Doubtless they do exist, 
although in my cases there is usually some cause 
for them in the organs about the posterior ure- 
thra which empty into it. My attention was 
called to seminal vesiculitis and vasitis some 
years ago by a case of prostatectomy where the 
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patient continued to have posterior urethritis, 
chills, fever and cystitis, with increased fre- 
guency of urination, which I could never relieve 
until I discovered that he had a seminal vesicu- 
litis. As soon as I emptied the vesicles and irri- 
gated the posterior urethra his symptoms were 
dissipated. The study which I made of vesicu- 
litis, etc., led me to an interesting discovery, 
namely, that in acute non-tuberculous epididy- 
mitis I was able to stop the advance of the proc- 
ess by gently emptying the seminal vesicle on 
that side. Rectal examinations show vesicles al- 
ways to be distended and full of pus. These 
patients, as you know, complain of discomfort in 
the lower abdomen, in and around the inguinal 
canal. Not infrequently they will get up after 
the vesicle is emptied and volunteer the state- 
ment that they feel better. 

I have practically discarded endoscope treat- 
ments of the posterior urethra and rely on mas- 
sage of the prostate, seminal vesicles and vasa, 
with irrigations of the bladder and urethra and 
dilatations with sounds and the Kollmann dila- 
tor. I precede these treatments with cysto- 
urethroscopic examinations of the posterior ure- 
thra with the Brown-Buerger cysto-urethroscope, 
and before I discharge them I always make an- 
other similar examination. In some of these 
cases of posterior urethritis I have made bac- 
teriological examinations of the seminal vesi- 
cular and prostatic secretion. I irrigate the ure- 
thra with a catheter lying as far back as the 
external sphincter, using a large quantity of ir- 
rigating fluid, and then push the catheter into 
the bladder and withdraw a specimen of urine 
for culture. The prostate and seminal vesicles 
are then massaged and the secretion withdrawn 
by passing the catheter as I did for the urine 
culture. I found the majority of these cases 
free from infection, but in some cases, where 
the organisms were unexpected, I was able to 
demonstrate the gonococcus. I mention this be- 
cause it seems to me that in many cases endo- 
scopic treatment is not only unsatisfactory, but 
is contraindicated. 

I realize that I am very much alone in my 
stand about applications to the posterior ure- 
thra, because from what I can learn most urolo- 
gists are employing them. I hope the discussion 
will bring out some points concerning the mat- 
ter. 


Dr. Ballenger (closing). — The endoscope 
which I have shown you is one chiefly for treat- 
ment and not for diagnosis. It lessens the pain 
caused by treatment after the diagnosis is made. 
We all have our pet endoscope for various pur- 
poses. We prefer the McCarthy cysto-urethro- 
scope for the diagnosis. Dr. Fowler said he has 
been impressed with the fact that the symptoms 
in neurasthenic patients do not tally with the 
magnitude of the lesion. In this he is correct, 
but the symptoms tally almost directly with the 
degree of their sexual weakness. Many of the 
symptoms come from a demand they feel for the 
need of treatment for impotency rather than to 
rid them of inflammatory lesions. The applica- 
tions which we mention are almost never used 
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in the treatment of inflammatory conditions. 
The patients who come in this group are usually 
those free from pus in the urine. 

We have had to jump around on more or less 
non-related subjects. They all have to do, how- 
ever, with the deep urethra and for that reason 
we grouped them in this manner. 


ANKYLOSIS OF THE ELBOW: ITS 
PREVENTION AND TREAT- 
MENT*+ 


By IsIDORE COHN, M.D., F.A.C.S., 
Associate Senior Surgeon, Touro Infirm- 
ary; Professor of Clinical Surgery, 
Tulane University, 


New Orleans, La. 


It is not the purpose of this paper to 
discuss ankylosis of the elbow which re- 
sults from infection, but rather those 
cases in which as a result of trauma there 
is a change in the axis of one or more of 
the articular surfaces, or in which a free 
fragment is displaced which acts as a 
wedge between the articular surfaces. 

Traumatic ankylosis of the elbow is 
not an uncommon sequela of fractures 
about the elbow. There are certain type 
groups that will regularly result in par- 
tial or complete ankylosis unless definite 
effort is made from the onset to avoid dis- 
ability. 

Group 1.—Fractures in children with 
displacement of an epiphysis. 

Group 2.—Supracondyloid fractures, 
either comminuted or simple in which a 
vicious union or bony ankylosis has re- 
sulted. 

Group 3.—Fractures with displace- 
ment of a free fragment, which acts like 
a foreign body wedged between the artic- 
ular surfaces. In this group will be con- 
sidered fractures of the coronoid process, 
the internal condyle in adults and chil- 
dren and fractures of the head of the 
radius. 

Group 4.—Fractures of the ulna, par- 
ticularly the upper third of the shaft. 


*Surgical Service, Touro Infirmary. 

tRead in Section on Bone and Joint Surgery, Southern 
Medical Association, Seventeenth Annual Meeting, Wash- 
ington, D. C., Nov. 12-15, 19238. 
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Each group will be considered from 
two standpoints: prevention of disability 
and the treatment when ankylosis, partial 
or complete, has developed. 


GROUP 1 


Cases of fracture of the humerus with 
displacement of the capitellum will reg- 
ularly produce a limitation of motion of 
the elbow unless a perfect restitution of 
the normal anatomic relationship is ac- 
complished. This group of cases cannot 
be considered without reverting briefiy to 
the appearance of the normal elbow from 
a radiographic standpoint. 

In previous contribut’ons I have de- 
scribed certain lines which, for the sake 
of clarity, must be mentioned here. The 
following may be stated as almost axiom- 
atic: 

(1) The capitellum bears a definite re- 
lationship to the lower end of the hume- 
rus. In the young child (6-10) the capi- 
tellum is anterior to the midplane of the 
shaft of the humerus. 

(2) The capitellum normally occupies 
the sigmoid cavity. In the young (from 
6-10) there is a definite space radiograph- 
ically between the capitellum and the sig- 
moid cavity. 

(3) Any overlapping of the shadow of 
the sigmoid cavity by the shadow of the 
capitellum is evidence of a displacement. 

(4) The absence of the capitellum 
shadow below the shaft of the humerus 
is evidence of complete displacement, and 
such a displacement if not overcome will 
result in permanent limitation of motion 
and deformity. : 

In the past, inattention to some of the 
above mentioned facts has resulted in 
ankylosis and deformity. 

FRACTURE OF HUMERUS WITH DISPLACE- 

MENT OF THE CAPITELLUM 


B. McK. April 6 fell from a swing one hour before 
coming under observation. He had pain in his elbow, 
loss of function and could not flex the elbow. 


The arm was extended, the forearm supinated, and 
there was circumscribed swelling over the inner as- 
pect of the elbow. No effort was made to manipulate 
the elbow until an anesthetic was administered. An 
x-ray, lateral view, elbow flexed, showed that the 
capitellum was completely absent from the space be- 
tween the lower end of the shaft and the sigmoid 
cavity. The anterior posterior view showed the capi- 
tellum displaced to one side. 

Dr. A. M. Cain gave him gas-oxygen anesthesia. 
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Examination showed marked abnormal mobility of 
the joint. Lateral dislocation could have been easily 
accomplished, which suggested a tear of the internal 
lateral ligament. The lower epiphysis of the humerous 
could be felt as a loose body in the joint. 

After hyperflexion the normal contour and rela- 
tionship of the bony prominences seemed to be re- 
stored. The pulse could be easily palpated through 
the dressing. 


PROGRESS NOTES.—April 17, the patient had not 
had pain. There was no swelling of the hand or 
fingers. 

April 23, the dressing was changed. There was less 
swelling about the elbow and we were able to lower 
the forearm to a right angle without causing pain. 
Contrast baths and passive motion of the fingers, 
wrist and shoulder were prescribed. A plaster splint 
was applied. 

The mother was advised to have the child rotate 
the shoulder outward, as well as to abduct the shoul- 
der to avoid possible internal rotation of the shoulder 
and cubitus varus. 

April 26, he was referred to Dr. Dean Lewis, in 
Chicago, for further treatment. 


COMMENT. — (1) It was recognized 
that the capitellum was not in its proper 
place, and therefore it must be displaced. 


(2) Immediate reduction under anes- 
thesia restored the capitellum to its 
proper place. 

(3) Contrast the result obtained with 
cases in which the displacement is not 
primarily recognized. 


Such a contrast is evident in the case of Master 
M., age 10, who came under observation three months 
after an injury to his left elbow. The doctor had 
assured the mother that the limitation of motion 
was only a temporary disability. 

At our first examination we found a marked limi- 
tation of motion at the elbow (there was only 15 de- 
grees motion), a cubitus varus deformity and atrophy 
of the muscles of the arm and forearm. A hard bony 
mass could be felt on the outer anterior aspect of 
the elbow. This mass was slightly movable. A diag- 
nosis of vicious union of an old supracondyloid frac- 
ture, causing ankylosis, was made. 

The radiograph (29395) showed complete absence of 
the capitellum from its normal position, below the ex- 
panded end of the shaft cf the humerus. The sigmoid 
cavity apparently was empty. There was a shadow 
anterior to the shaft, and above the expanded end 
of the shaft, and this shadow was the displaced capi- 
tellum. In this position it was acting as a foreign 
body wedge interfering with mobility of the joint. 

Our duty in this and similar cases is clear. Opera- 
tive interference is the only possible means by which 
mobility of the joint can be obtained and the carry- 
ing angle restored. 

Operation consisted of removal of the foreign body 
from the left elbow. 

Pre-operative diagnosis was vicious union of the 
left supracondyloid fracture and ankylosis of the left 
elbow. 

Post-operative diagnosis was vicious union of the 
left supracondyloid fracture and ankylosis of the left 
elbow. 

An incision was made about four inches long begin- 
ning at the outer side of the left arm at the junc- 
tion of the middle and lower third extending down- 
ward about one inch below the head of the radius. 
Th triceps was outlined and retracted backward. The 
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supinator longus, which overlay the fragment, was 
dissected away from the external condyle and sub- 
periosteally the fragment was removed from the lower 
end of the humerus. The orbicular ligament with 
the head of the radius was necessarily opened. When 
the entire loose fragment was removed, we were able 
completely to flex and extend the elbow. 

One suture was put in the capsule to close up the 
capsular ligament, and the tourniquet was loosened. 
There were no vessels to ligate. The skin was ap- 
proximated with silk worm gut. Before putting the 
dressing on, we completely extended the arm and 
found that the carrying angle was normal. We were 
able completely to flex the elbow. There being no 
bleeding, the dressing was applied and the elbow 
hyperflexed. 

On examination of the child one year and a half 
later (May 3, 1923), we found a perfectly function- 
ing elbow. Flexion and extension were not limited, 
and the carrying angle was normal. Pronation and 
supination were not limited. Both elbows measured 
18.5 centimeters. 

X-ray pictures taken at this time (May, 1923) are 
shown to illustrate the result. 


OBSERVATIONS 


In this group we are confronted by 
several problems. 

(1) When seen immediately after the 
accident it is imperative that the dis- 
placed epiphysis be restored to its nor- 
mal bed at once. A proper knowledge of 
the normal position is essential for the 
accomplishment of the above. 


Failure to reduce the deformity means 
limitation of motion and alteration of the 
carrying angle. It is not the ideal thing 
to remove an epiphysis, but when func- 
tion of the joint is at stake it is justifi- 
able. Results after three and one-half 
years prove that only good has been ac- 
complished. 

The method of approach to the elbow 
which I have used for the past three and 
a half years differs from many of the 
methods in common use and I believe pos- 
sesses certain advantages. It has been 
described in a previous communication, 
but I would like to present it here for 
your consideration. 

Following principles laid down by Dr. 
James E. Thompson, of Galveston, that 
long bones should be approached in such 
a manner that the least possible damage 
be done to muscles, nerves and blood ves- 
sels, the method of approach has been 
external lateral incision. The upper limit 
of the incision should be below the del- 
toid insertion. The lower limit may in 
some instances extend well below the 
head of the radius. The radial nerve 
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Fig. e, (top )—Supracondyloid fracture of humerus. 
of lower epiphysis of hu- 


po Case B. McK. 

Fig. 2 (under Fig. 1)—Supracondyloid fracture of 
humerus. Complete displacement of lower epiphysis 
of humerus. After reduction. Case B. McK. 

Fig. 3 (under Fig. 2)—Fracture of humerus with dis- 

placement of capitulum. Master 

Fig. 4 (bottom)—Master M. End result. 
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should be exposed above the penetration 
of the supinator longus muscle. With 
the nerve in full view it can be retracted 
forward and inward. If necessary the 
fibers of the supinator are split. 

The triceps is retracted outward and 
backward. With a periosteotome the 
overlying muscles with the periosteum 
can then be lifted from the bone. 


After exposing the lower end of the 
humerus the external lateral ligament is 
cut and further procedure is entirely de- 
pendent upon the nature of the case. 
This will be seen by referring to opera- 
tive records in particular cases. 


The external lateral incision is valua- 
ble because it permits exposure of the 
joint surface with the least possible dam- 
age to anatomic structures. 


The most important advantage is that 
it permits immediate postoperative mo- 
bilization of the joint. 

MacAusland’s posterior U-shaped flap 
with section of the olecranon gives the 
greatest amount of exposure, but it cer- 
tainly does not permit immediate mobili- 
zation. 

Immediate postoperative mobilization 
is of the greatest value. (Compare cases 
of Mike C. with Brown and McCarthy.) 
In the group to be considered next the 
two methods will be contrasted. 


GROUP 2 


The second group of cases is those in 
which there has been a_ supracondyloid 
fracture, where angular deformity has 
resulted. 

The change in the axis of the lower 
fragment alters the relationship of the 
epiphyses of the humerus to the sigmoid 
cavity. This group can be discussed after 
citation of cases. 


Frank C., September 17, while playing, fell back- 
ward, about three or four feet. He was unable to 
move his arm, except with great pain, and was rushed 
to the hospital. 

The left forearm and arm were swollen. The fore- 
arm in the position of pronation. The elbow was'‘in 
the position of 110 degrees. No attempt was made 
to manipulate the arm until the anesthetic was ad- 
ministered, on account of the great pain. On ma- 
nipulation, the head of the radius rotated with the 
shaft. The right elbow was 22, and the left elbow 
25 centimeters. On extension of the elbow no ab- 
normal mobility was felt. The forearm and lower 
end of the humerus swung out anyway on manipula- 
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tion. Crepitus was present. Anesthesia. Deformity 
reduced and a hyperfiexicn dressing applied. 

September 16, 1921, the hyperflexed position was 
changed to one of right angle. There was a great 
deal of ecchymosis on the inner aspect of the left 
arm and some swelling of the elbow. Anterior and 
posterior plaster splints were applied in complete 
supination. 

September 19, 1921, the dressing was removed, mas- 
sage was given, and some passive mction. He was 
able to flex the arm to an angle of about 45 de- 
grees. The anatomic landmarks were in normal rela- 
tionship to each other. Contrast bath was given and 
anterior and posterior plaster splint at right angles 
were applied. 

September 23, 1921, he had vibratory massage, con- 
trast baths, and the splint changed to an angle of 
about 110 degrees. 

October &, 1921, he was able to extend the arm 
to 150 degrees, and flex it 90 degrees. He com- 
plained a great deal and resisted any effort to do 
anything for him. The carrying angle was normal. 
He was given active and passive motion, vibratory 
massage, contrast bath. and a splint was applied. 

October 18, 1921, the dressing was removed. ie 
was able to extend the arm to 160 degrees easily. 
The carrying angle was normal. He had pronation 
and supination. He would not allow the arm to be 
moved and resisted every effort that was being made 
for him. He had flexion of 90 degrees, massage and 
contrast baths, and the dressing was allowed to re- 
main off. The mother was advised to have the pa- 
tient use sand bags and dumb-bells. 

November 22, 1921, he had flexion to 90 degrees. 
A large amount of callus was felt over the external 
condyle. The arm was held in adduction and in- 
ternal rotation. 

November 30, 1921, there was marked improvement 
in muscle power over the last examination. He had 
extension to 150 degrees, flexion beyond the right 
angle, and a good deal of callus. The carrying angle 
was all right. He was advised to continue the use 
of massage,, also to use dumb-bells, and to return 
at the end of two weeks when the necessary manipu- 
lation under aneschesia would be resorted to. 


COMMENT.—A glance at the picture 
taken before reduction shows the marked 
angular deformity and the change in re- 
lationship of the capitellum to the axis 
of the shaft of the humerus. It is easy 
to visualize how much limitation of mo- 
tion would result if the existing deform- 
ity were not reduced. Flexion of the el- 
bow would be limited by the coronoid 
process, striking the shaft of the hume- 
rus above the coronoid fossa. 

Such experiences are illustrated by the 
cases of Myrtle S. and Eugene B. One 
of the cases has been reported in detail 
before. 


Myrtle S. about five weeks before I saw her fell 
on her outstretched hand. Her local physician told 
the parents that there was so much swelling that he 
could do nothing for her. August 28, 1920, I examined 


her and found marked cubitus virus with internal 
rotation of the arm. There was limitation of flexion 
and extension of the elbow. 

The Diagnosis.—Vicious union, supracondyloid frac- 
ture of the humerus. 

Operation.—Under ether anesthesia (Dr. Rives anes- 
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thetist), an external lateral incision was made, be- 
ginning about the middle third of the arm, and ex- 
tending down to about the level of the head of the 
radius. The brachialis anticus muscle was retracted 
inward, the radial nerve was exposed and retracted 
inward, as well as the supinator Iongus muscle. The 
periosteum was incised and retracted. The brachialis 
anticus was retracted from the humerus, and an an- 
terior cuneiform osteotomy was performed. The di- 
vided ends of the humerus were drilled, and a kan- 
garoo tendon suture was introduced, merely for tem- 
porary fixation. When the elbow was extended, I 
noticed that the carrying angle had been restored, 
and complete flexion of the elbow was possible. A 
few interrupted sutures were introduced and the arm 
placed in hyperflexion. The wound healed by pri- 
mary intention. 

Subsequent Course.—The patient left the hospital, 
September 7, 1920, at which time she could extend the 
elbow well beyond the right angle. 

At the time the last note was made on this case, 
October 30, 1920, the patient could completely extend 
the elbow. She carried the arm in position of internal 
rotation and pronation of the forearm. If the fore- 
arm was supinated and held in this position the 
carrying angle was restored, showing that there 
was a relaxation of the external lateral ligament, 
and that the internal rotators were more active than 
the external rotators. Roetgenograms showed the 
same. points as the preceding pictures: overlapping 
of the capitellum by the olecranon shadow and back- 
ward displacement of the capitellum. 

The case showed such a marked deformity that an 
effort was made to overcome it by operation. Before 
undertaking the operation the case was studied in 
the light of our ncrmal pictures. 


It is easy to understand the limitation 
of extension, as we note the obliquity 
backward of the distal end of the hume- 


Fig. 5 (top)—Supracondyloid fracture of humerus. 
Before reduction. Frank C. 

Fig. 6 (bottom)—Supracondyloid fracture of humerus. 
After reduction. Frank C. 


| 
4 


o> 


Vol. XVII No. 7 


rus in this and other cases with similar 
deformities. The olecranon meets an ob- 
struction before the extension is accom- 
plished, and it no longer can reach the 
olecranon fossa, but is stopped by the 
lower end of the humerus. Flexion is 
impossible because the coronoid probably 
strikes against the lower end of the hu- 
merus before it can reach the coronoid 
fossa. The problem to be solved, there- 
fore, is a reconstruction of the normal 
axis of the lower fragment, which means 
that it must be: displaced forward. It 
seems logical, therefore, that if a cunei- 
form section of the humerus is removed 
anteriorly this will then allow the lower 
fragment to be flexed or molded into po- 
sition. This brings the capitellum for- 
ward, and it will allow the. olecranon to 
reach the olecranon foss. 


Eugene B., seven years old, sustained a supracon- 
dyloid fracture of the humerus by falling from the 
porch, July 28, 1922. He came under observation in 
the clinic July 29, 1922, at which time he had a 
right angle plaster splint which extended down to 
the wrist. The hand was held in palmar flexion. 

Examination.—There was a large amount of swell- 
ing of the hand and fingers. A bleb was noticed on 
the anterior aspect of the arm. When the patient 
was anesthetized crepitus was felt over the condyle 
of the lower end of the humerus beneath the skin. 
He had loss of the carrying angle. 

Treatment.—Under ether anesthesia reduction was 
attempted with an effort to maintain the arm in 
hyperflexion. This failed because the radial was 
obliterated by swelling of the scft parts about the 
elbow. A molded plaster splint was applied with -ne 
arm at 85 degrees. The patient was seen every sec- 
ond day from July 2 to August 10. Swelling per- 
sisted during this period." On August 10, he was 
anesthetized, and it was possible to maintain hper- 
flexion with the arm in supination. X-ray report 
after this manipulation showed a backward displace- 
ment of the lower fragment. The usual after-care, 
contrast bath, massage, and passive motion was given 
on alternate days. He was referred to Miss Sue 
Price, for resistive exercises, in the early part of 
September. At this time he was able to extend the 
arm to 120.degrees and flex to about 130, but there 
was still evidence of a diminished carrying angle. 
On October 26, he was admitted to the hospital for 
operation, because all efforts to reduce the deformity 
had failed. 

Examination at this time revealed the fact that 
motion in the right elbow was limited to an arc of 
about 30 degrees. Passive motion gave a greater arc 
of motion. Operation was performed October 30, 1922. 

Operation.—The pre-operative diagnosis was supra- 
condyloid fracture with partial ankylosis and vicious 
union. The usual external lateral incision was em- 
ployed and the humerus approached in the usual way. 
The capsule of the joint was opened and it was seen 
that the lower epiphysis of the humerus was displaced 
obliquely, thus interfering with the mobility of the 
joint. It was necessary to remove the displaced frag- 
ment. The muscle planes were approximated, the 
capsule was sutured, the elbow hyperflexed, and the 
specimen preserved. The wound healed by primary 
intention. 
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Post-operative care consisted of frequent changes 
of splints, resistive exercises, contrast baths and mas- 
sage. This has continued to the present time. 

The condition today, August 18, 1923, is: The pa- 
tient is able to flex the elbow to about 60 degrees 
and extend-to 150 voluntarily. The carrying angle 
is unimpaired. By passive motion we are able to 
flex the elbow to 45 degrees. There is evidence at 
the present time of small exostosis on the anterior 
aspect of the lower end of the shaft of the humerus. 
It may be necessary to remove this bone outgrowth 
in order to obtain full flexion. 


COMMENT.—(1) In this group partial 
ankylosis is preventable by immediate re- 
duction. 

(2) There must be a complete restora- 
tion of the axial plane of the shaft and 
epiphysis, otherwise a limitation of mo- 
tion will result. 

(3) Where such a deformity has been 
allowed to go unreduced and partial an- 
kylosis has resulted, operative interfer- 
ence is indicated. 

(4) The method of approach should be 
an external lateral incision and free ex- 
posure of the radial nerve to avoid dam- 
age. 

(5) An anterior cuneiform osteotomy 
(apex posterior and base forward) above 
the broad expansion of the lower end of 
the diaphysis gives the desired change in 
the axis of the epiphysis and a restora- 
tion of all normal lines. 

(6) The case can then be treated as a 
simple fracture. It is not necessary to 
wire or plate these cases; a hyperflexion 
dressing is all that is required. 

(7) In cases such as Eugene B., where 
the lower epiphysis has to be removed, 
the joint need not be entirely closed. A 
certain amount of extra synovial fluid is 
thrown out following exposure of the 
joint. If the joint is primarily closed, 
distention of the capsule will cause pain. 
An open capsule with mobilization avoids 
pain and gives a greater sense of security 
to the operator if he is a believer in the 
Willems plan of treatment for the treat- 
ment of joint infections. I believe that 
drainage is a safety valve against infec- 
tion. The synovial fluid is antiseptic in 
its action, and any possible contamination 
which may be by chance introduced at 
operation is taken care of by synovial 
outflow. 

This is a matter which is open for dis- 
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cussion. Personal observation with mo- 
bilization without closure of the capsule 
has given excellent results. No case has 
developed infection because of the small 
opening left in the capsule. 

Bony ankylosis of the elbow of long 
standing need not deter one from at- 
tempting to obtain a movable joint. The 
following cases are cited to prove this 
statement: 


Fig. 7 (top)—Ankylosis of elbow, duration five years. 
Arthroplasty. Mike C. 

Fig. 8 (middle)—Mike C. Diagnosis: ankylosis of el- 
bow, five years’ standing. Before operation. 

Fig. 9 (bottom)—Mike C. Diagnosis: ankylosis of el- 
bow. Treatment: arthroplasty. Result shows by 
illustration. 
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Mike C. had ankylosis of the elbow. In the winter 
of 1915 he was badly bruised during football prac- 
tice. For about six months he was able to move the 
elbow freely but experienced some pain. In July, 
1916, while working in a copper work he had a sud- 
den attack of pain in elbow, and about five days later 
noticed some swelling. At this time the slightest 
movement or touch caused intense pain. The doctor 
visiting thought the condition was rheumatism. The 
patient was taken to Bellevieu Hospital where an 
X-ray was made. No bony change was found so the 
condition was supposed to be an infection. Operation 
was performed but no pus was discovered. The arm 
was put in a cast for several weeks on the grounds 
that it was a tuberculous condition. On removal of 
the arm from the cast the joint was stiff and so 
remained. 

Operation.—An external incision was made begin- 
ning two inches above the elbow and extending down 
along the postero and lateral aspect of the radius. 
The supinator longus was retracted forward and the 
extensor carpi radialis was retracted posteriorly. The 
external condyle was then exposed. The external 
lateral ligament was cut, thus exposing the external 
condyle and the head of the radius. The periosteum 
was incised, and the periosteotome used to elevate 
periosteum. The external condyle was resected. The 
olecranon fossa was enlarged. The tip of the ole- 
cranon was removed, and a portion of the head of 
the radius resected. No muscle attachments were 
cut. A portion of the fascia covering the triceps 
was turned into the joint, leaving the base attached. 
The muscle planes were sutured. Skin suture was 
silk worm. There was no joint drainage, and im- 
mediate mobilization. 

The wound healed by primary intention. The pa- 
tient was placed under the care of Miss Price. 

He left the hospital May 22, 1920, with a range 
of motion from 45 to 130 degrees. 

When last heard from, he stated that his arm was 
improving. This was in September. 1922. 

The case of Mr. Brown was diagnosed as compound 
comminuted supracondyloid fracture of the humerus, 
with complete severance of the triceps muscle. 

Complaint.—The patient fell 25 feet from a scaf- 
fold. The fall was broken by a board which he struck 
with the left side, fracturing the left humerus (supra- 
condyloid). 

Operation.—On December 18, 1920, debridement of 
the scalp wound over the parietal bone was done. It 
was sutured with interrupted silk worm sutures and 
dichloramin T. was put in the wound. Debridement 
of the wound over the olecranon was done with suture 
of,the triceps tendon. The wound was closed with in- 
terrupted silk worm sutures. Manipulation was im- 
mobilization in hyperflexion, and 1500 units of anti- 
tetanic serum were given. 

The pre-operative diagnosis was compound com- 
minuted supracondyloid fracture of the left humerus. 

A wound about two inches long on the olecranon 
was enlarged and debrided. The triceps tendon was 
sutured with chromic gut. Manipulation consisting of 
flexion and extension was done until the condyles of 
the humerus appeared to be in position. Dichloramin 
T. was injected throughout the wound and the skin 
closed with interrupted silk worm gut. At no time 
were the fingers introduced into the wound. The elbow 
was immobilized in hyperflexion with the hand su- 
pinated. A rubber tube supported the hand. In the 
right lumbar region 1500 units of antitoxin were in- 
jected. 

December 19, 1920, the patient had been fairly 
comfortable since admission. X-ray pictures showed 
external and internal condyles approximated in good 
relative position, but there was an overriding and for- 
ward displacement of the fragments. 

December 30, 1920, he complained only a little. 
patient was up and in the court part of the time. 
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December 31, 1920, the cast was removed from the 
arm by Dr. Cohn. There was a slight sinus on the 
elbow. The wound was dressed, dichloramin T. pack 
and silk worm drain were used, and the old cast 
was reapplied. 

January 20, 1921, the wound was dressed daily by 
Dr. Cohn. There was a slight discharge, but it was 
healing nicely. 

January 21, 1921, the cast was removed and Jones 
splint applied. The patient was fairly comfortable 
most of the day. The arm was massaged daily. 

January 26, 1921, Balkan frame and Thomas splint 
were used. The arm was exercised. 

January 28, 1921, under gas anesthesia, the elbow 
was manipulated from 160 to 80 degrees. There was 
fairly firm union and no alteration of the carrying 
angle. 

February 12, 1921, the old splint was removed and 


the wound dressed by Dr. Cohn. Shoulder, elbow and - 


wrist were manipulated, active and passive motion 
of all joints was attempted. There was limitation 
in the shoulder motion due to some contracture of 
muscles about the shoulder girdle, from disuse. Mo- 
tion in the elbow was limited to 150 to 90 degrees. 
Voluntary motion was not as much as that. The 
wound was granulating, with no longer evidence of 
infection. A plaster splint was applied to the mesial 
aspect of the arm and forearm to give an exaggerated 
carrying angle. 

December 13, 1921.—Treatment has been kept up at 
Dr. Cohn’s office, and by Miss Price since leaving the 
hospital, in which time considerable improvement has 


been obtained. At present he is able to bend the el- . 


bow from a right angle to about 135 degrees. He is 
unable to flex more than a right angle. Pronation and 
supination are normal, and the musculature of the 
two arms about equal in firmness. 

The grip in the left hand was less than in the right. 
Force on flexion was much less in the left forearm. 
Circumference below elbow in the right arm was 27, 
above the elbow 27, and in the left 27. Both wrists 
were 17 centimeters. Force on extension was equal 
in both forearms. 

On December 13, 1921, arthroplasty of the left elbow 
was done. 

The incision began about two inches below the 
elbow over the inner side and was carried up about 
three inches above the elbow and completed as a 
U-shaped incision down the outer side of the arm 
and forearm. The dislodged flap was dissected away 
from the overlaying fascia and over the tip of the 
triceps tendcn. These fibers were evidently the ones 
which were severed originally. At the position where 
the adhesions were cut, there was a small amount 
of seropurulent discharge. The ulna nerve was then 
exposed by linear incision in the inner side of the 
triceps muscle and it was dissected away from the 
surrounding tissue. Then a transverse incision was 
made over the region of the olecranon. This incision 
was carried down through the triceps tendon and 
through the periosteum and covered the olecranon. 
The triceps was then retracted sufficiently to enable 
us to make a transverse section of the olecranon. It 
was easily seen that the new growth of bone had 
filled up the olecranon fossa and the posterior aspect 
of the humerus and this was the cause of the limi- 
tation of motion in the joint. After the tip of the 
olecranon was removed, thé olecranon fossa was 
reamed with a Hudson barr. We were unable, how- 
ever, to obtain flexion of the elbow, because the 
internal condyle and trochlear process, as a result of 
vicious union, interfered with flexion of the forearm, 
because the coronoid impigned on this portion. This 
was then removed with Hudson rongeurs. 

Incision was made on the outer side of the left 
thigh and about six inches of fascia lata three inches 
wide was removed. This was then transplanted 
into the elbow joint, and sutured over the 
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lower end of the humerus, beginning the suture line 
in the anterior aspect of the capsule. It was also 
sutured to the under surface of the triceps muscle. 
The severed triceps muscle was sutured with kan- 
garoo tendon, mattress sutures. After this, we re- 
placed the ulnar nerve in its bed. The tourniquet 
was removed. No large blood vessels had been in- 
jured. The skin wound was sutured with silk worm 
gut and Michel clips and a palmar and dorsal plas- 
ter splint applied. 

Progress Record.—On December 15 there was no 
pain, but some swelling of the fingers. The bandage 
was cut and reapplied. 

December 16, the dressing was changed. Some 
blood accumulation could be palpated. Several clips 
were removed, and a picric acid dressing was ap- 
plied. 

December 19, the dressing was changed and a large 
amount of retained bloody ooze was expressed from 
the wound. Many clips were removed. There was 
no evident infection. Pronation and supination were 
voluntary. The wound was dressed by Dr. Field. 
The silk worm gut sutures were removed. ‘ 

December 21, the wound was dressed. There was 
a bloody discharge. A silk worm drain was intro- 
duced to favor drainage. The clips were all removed. 

December 31, a small clot was expressed from the 
upper angle wound. The splint was changed and the 
elbow flexed to 50 degrees. He was to go home. 

The treatment in this case consisted in suturing 
the severed muscle after debriding the lacerated rough 
edges of the soft parts. The importance of this can- 


Fig. 10 (top)—Mrs. S. Dislocation of elbow and frac- 
ture of internal condyle. Before reduction. 


Fig. 11 (bottom)—Mrs. S. End result. 


ter 
LC = 
the 
ly, 
id- 
ter 
2st 
or 
he 
an 
he Ph 
on 
m 
ds 4 
of 
sO 
i- 
n 
e 
n 
| 
: 
‘ 


518 


not be stressed sufficiently because without sutures 
the patient would certainly have had loss of extension 
of the forearm. The skin edges were approximated, 
thus closing the joint cavity. The case was then 
treated as a simple fracture, and reduction was at- 
tempted by manipulation from without. Probably it 
would have been tempting to some to have done an 
open operation. Harm only wculd have resulted from 
any manipulation within this joint. Infection and 
ankylosis most certainly would have followed. Pri- 
mary suture was done as noted before. If infection 
had developed, temperature wculd have indicated it 
and the wound could easily have been opened. The 
position made at this time was one of hyperflexion. 
This resulted in some reduction of the deformity, 
but such that one could not consider it favorable for 
a good result. 

A picture taken at that time showed an oblique 
overriding on the anterior portion of the shaft by the 
lower fragment. It was then decided to see if the 
displacements could not be further overcome by a 
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Fig. 12 (top)—Mrs. J. Fracture of head of radius. 
Fragments acted as a foreign body. Opera- 
tive removal. Perfect functional. 


Fig. 13 (bottom)—Mrs. J. End result. 
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right angle plaster splint. A picture taken follow- 
ing this manipulation showed a much better position, 
but still was not as satisfactory as it might have 
been. It has been possible to flex the elbow 60 de- 
grees and extend it to 130 degrees. It was decided 
to see whether the present slight displacement could 
not be overcome by the use of the Jones elbow ex- 
tension splint. This was applied January 14. The 
patient has been encouraged to move the elbow. 

REMARKS.—The introduction of foreign 
material such as wire, nails and the like 
would have resulted in more harm than 
good in this case. The frequent change 
of position and mobilization of the elbow 
allowed the synovial fluid to be dis- 
charged through a small sinus. With this 
mobilization we avoided an ankylosis, 
which might have resulted from immo- 
bilization sufficiently long to obtain a 
perfect union. 

In simple cases of supracondyloid frac- 
ture it is possible to utilize the anatomic 
axioms so well known to every one, re- 
duction, placing the forearm in hyperflex- 
ion on the arm, forearm in the position 
The dressing is 
one that requires close attention to de- 
tail, otherwise harm may result to the pa- 
tient. The hand, forearm and arm 
should be bandaged from the finger tips 
to the axillary fold. In this way undue 
constriction at the wrist is avoided. Volk- 
man’s ischemia results from an improp- 
erly applied bandage in these cases. This 
unfortunate complication, when once 
seen, is not. to be forgotten. 

Massage and resistive exercise have 
been given by Miss Sue Price. 


On February 27, 1922, the carrying 
angle was normal. He could flex the el- 
bow to 90 degrees and extend it almost 
completely. 


It is not for us to despair should an an- 
kylosis develop in some elbow cases. Ar- 
throplasty can in some cases recever 
from the scrap heap a useless elbow. 


Case.—Edward McC., 27 years old; was admitted 
on December 13, 1921, to the services of Drs. Matas, 
Cohn, Field and Carter. ~ 

Tentative Diagnosis.—Old supracondyloid fracture 
with ankylosis (left), and fracture of the internal 
condyle of the léft arm. 

Complaint.—When about 12 years of age, while 
running one day, he fell and threw out his arm to 
catch himself. The force of the fall was delivered 
on the left elbow (arm flexed) and a fracture re- 
sulted just above the elbow. He was treated by his 
local physician for about two months. The arm was 
put up in a metal case in almost completely extended 
position. When it was taken out of the cast it was 
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absolutely stiff in the elbow joint. Pronation and 
supination of the arm were normal, and the wrist 
movements of the fingers were normal. This con- 
dition existed until the present injury. About two 
weeks before I saw him he slipped and fell on the 
curbing, striking the left arm about the elbow. He 
was unable to say whether the forearm fell across 
or behind. When he got up there was pain in the 
elbow, no movement in the elbow joint, a kind of 
swelling sensation in the elbow and no change of 
sensation in the hand and fingers. The next day 
he had a very much swollen and bruised arm. He 
went to Charity Hospital, and two days afterwards 
was diagnosed as having a fracture. X-ray pictures 
were taken; he was bandaged, told that was all that 
was necessary. He came to Touro, where he was seen 
in the clinic by Dr. Cohn, who put him up in plaster 
splint and had an x-ray picture made (Plate No. 
30371). 

Radiographic examination of the left elbow showed 
an old fracture about the elbow, with complete bony 
ankylosis of the joint. There was apparently a fresh 
fracture on the outer surface running through the 
lower portion of the humerus. There was no evi- 
dence of callus formation, and no ankylosis of the 
radius to the lower end of the humerus. 

The left elbow showed complete ankyolsis, except 
limitation to one half of supination and pronation. 
Movements of the shoulder were normal and move- 
ments of the fingers and wrist normal. 


Measurements of the right arm at the axilla 29.5 cm. 


Above elbow 22.5 cm. 
Below elbow cm. 
At wrist 16.5 cm. 
Above elbow 24.5 cm. 
Below elbow. 23 cm. 
At wrist 16 cm. 


Operation.—Arthoplasty of the left elbow. 


A horseshoe-shaped incision was made on the dor- 
sum of the forearm, the base of the incision being 
about two inches above the olecranon process. This 
flap was dissected away from the muscles of the arm 
and forearm, and protected with a saline towel. Then 
a liniar incision was made on the inner aspect of the 
arm just above the internal condyle, the ulna nerve 
was dissected free for about an inch and a half and 
then retracted. A transverse incision was made over 
the olecranon process and down through the perios- 
teum, thus severing the triceps tendon. The olecranon 
was cut across with an ordinary saw, after which 
we were able completely to flex the elbow. At this 
stage we noted that the olecranon fossa was filled 
with tissue formation which was removed, and with 
a Hudson rongeur the loose fragments of the internal 
condyle which had recently been fractured, which 
were acting as a foreign body and prevention mo- 
tion, were also removed. The lower articular surface 
of the humerus was then remodelled, after which a 
large piece of fascia lata from the left thigh was 
removed and introduced and sutured over the lower 
articular surface of the humerus. The ulna nerve 
was covered over with the layer of fascia to pro- 
tect it from the surrounding tissue. The triceps was 
then sutured to the sheath of the ulna with kanga- 
roc sutures and the tourniquet was removed. There 
was a large gush of venous blicod, but no_ vessels 
had to be ligated. The skin flap was then sutured 
back in place with silk worm gut sutures. The arm 
was put in extension with a plaster splint. 

December 16, he had no nausea or vomiting and 
did not require morphine. There was no swelling 
of the fingers and no disturbance in sensation. 

December 18, the hand was swollen. The bandage 
was cut, and the posterior splint removed. 

December 19, the wound was dressed and several 
Michel clips removed. Bloody accumulation was ex- 
pressed from the wound. 
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December 21, the wound was dressed, and all su- 
tures and clips were removed. The flap, near the tip 
was discolored. A bloody discharge was expressed 
from the wound. A silk worm drain was introduced. 

December 22, the wound on the leg was dressed, 
and the sutures were removed. A dressing was ap- 
plied. 

December 23, the wound was dressed, a clot ex- 
pressed from the upper angle, and all sutures and 
clips removed. The angle was changed to 150 degrees. 

When last seen the muscles were developing. There 
was about 50 degrees motion. . 


GROUP 3 


This group comprises fractures with 
displacement of a free fragment, which 
acts like a foreign body wedged between 
the articular surfaces. Fractures of the 
coronoid process, the internal tondyle in 
adults and children and fractures of the 
head of the radius will be considered. 


The free fragment should be removed 
when it is impossible to replace it and 
maintain it in position. As a rule, re- 
moval does not cause impairment of func- 
tion. In some cases perfect results have 
been obtained by removal. 


Case.—Cyril P. was diagnosed as having a fracture 
of the internal epicondyle. 

History.—He had a fall six days previously while 
playing football. He said he fell with his arm out- 
stretched. He was treated in the Emergency Clinic by 
Dr. Field, December 30, 1921. An x-ray picture was 
taken, and the arm was put up extreme flexion. 

January 5, 1922, the patient was to return for 
a general anesthetic on Saturday. The splint was not 
removed. There was no pain. The arm was manipu- 
lated under an anesthetic. It was noticed that the 
internal condyle was loose in the joint. He was un- 
able completely to reduce the deformity. The elbow 
was placed in hyperflexion. 

X-ray 30897.—Radiographic examination of the left 
elbow following reduction showed a marked lateral 
displacement of the internal condyle. Operation was 
advised. 

At the operation, January 17, 1922, an incision about 
four inches long was made on the inner aspect of the 
arm and forearm. The middle of the incision was 
over the tip of the internal condyle. The skin was 
dissected back on either side about one-half inch. 
The muscles were contused, and it was evident that 
there had been intramuscular as well as subcutaneous 
hemorrhage. An effort was made to isolate the ulnar 
nerve without injuring it. After doing this it was 
noted that the lower portion of the triceps was very 
prominent. Through a rent anterior to the triceps 
we could see the loose fragment. The muscles origi- 
nating from the internal condyle region were re- 
tracted forward and the muscular attachments dis- 
sected away from the internal condyle as well as the 
capsule, and the fragments were removed. The small 
vessels were ligated and the capsule sutured. The 
muscle plane was approximated with chromic gut, and 
the skin closed with silk worm and Michel clips, in 
hyperflexion position. 

Progress Notes.—January 21, 1922, the temperature 
was 99. The dressing was not changed. 

January 24, the wound healed. Extension was 
limited to about 95 degrees, and flexion to 45 de- 
grees. The splint was applied with the forearm in 
flexion, and extension about 45 degrees. 
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On February 4 there was slight swelling about the 
elbow. Extension was 110 degrees. Contrast baths 
were given and the splint reapplied. 

On February 7 contrast baths were given and the 
splint reapplied. Extension was 160 degrees. 

February 9, there was slight discoloration over the 
anterior lower one-fifth of the forearm. Contrast 
baths were given and the splint was not reapplied. 
He was referred to Miss Price. 

On May 7, 1923, he called at my office by request. 
He shad complete extension, no limitation or pro- 
nation and supination. 

In the case of Mrs. Spies, whose history follows, it 
was possible to maintain reduction of the free frag- 
ment. A perfect result followed conservative treat- 
ment. 

Case.—Mrs. Vivian S. was 34 years old. 

The tentative diagnosis was fracture of the internal 
condyle of t#@e humerus, with dislocation of the elbow 
(backward and lateral). 

Examination June 16—The elbow was flexed to an 
angle of abcut 120, with the forearm pronated. There 
was cubitus varus, and depression or dimpling of skin 
where the external condyle im normally. 

There was an increase in the antero-posterior diam- 
eter of the elbow. The olecranon was seen posterior 
to its normal bed. There was a depression on either 
side of the olecranon. The external condyle could 
not be palpated in the normal superficial position. 
Under the anesthetic abnormal lateral mobility and 
crepitus over the internal condyle was noticed. The 
backward and lateral dislocation was easily reduced. 
Hyperflexion position was used. An x-ray picture 
was made to determine if the internal condyle was 
replaced. 

Progress Record.—June 22, 1923, the hyperflexion 
dressing was removed. The arm was given a contrast 
bath, and the thermolite was used. The elbow was 
moved through an arc of 60 degrees from 30 to right 
angles without pain. The light molded anterior and 
posterior splints were applied to the arm and fore- 
arm, the forearm being in the position of pronation. 
This dressing was allowed to remain until June 26, 
at which time a bath was given, dry heat, and pas- 
sive motion of 30 degrees to 140, with no pain. Pro- 
nation and supination were not painful. The right 
angle splint was reapplied. 

June 29, the treatment was similar to that on 
June 26. 

July 3, similar treatment was given. A _ plaster 
splint was applied, and the elbow was maintained 
at about 140 degrees. 

The dressing was removed, and there was less 
swelling of the forearm and arm than at the previous 
dressing. The patient was given dry heat applica- 
tion, then passive motion to about 35 degrees flexion, 
and 140 degrees extension. She complained of some 
pain when the elbow was extended to 140 degrees. 
After giving a bath, a plaster splint was applied, the 
forearm pronated, and the elbow about 146 degrees. 

July 9, flexion and extension were complete. Su- 
pination and pronation were not painful. After apply- 
ing dry heat, passive motion was given. All dress- 
ings were removed, and the patient was advised to 
give arm hot and cold baths daily. 

July 16, there was no deformity. Extension was 
limited to about 150 degrees, and flexion to about 40 
degrees. Pronation and supination were not painful. 
The patient was told to continue active exercise, 
carrying of weights and the use of dumb-bells, sand 
bags and weights. 

August 3, extenson was 160 degrees, flexion perfect. 
Resistive exercise indicated increase in muscle power. 

Case Mrs. J.—The diagnosis in the case of Mrs. J. 
was fracture of the head of the radius with partial 
ankylosis. 


SOUTHERN MEDICAL JOURNAL 


July 1924 


History.—About six weeks before she came under 
observation, she had a fall on her left elbow. The 
physician who first examined her told her that the 
elbow was dislocated and that all of the joints were 
loose, but nothing need be done for this. When she 
was first seen by Dr. Cohn, there was swelling of 
the left elbow, limitation of flexion, and extension 
of pain over the head of the radius. Crepitus was 
elicited when the thumb was placed over the head of 
the radius and forearm supinated and pronated. 

X-ray picture revealed small fragments of the por- 
tion of the radius, acting as interlocking fragments 
preventing flexion and extension of the elbow. 

Operation.—External lateral incision was made, the 
supinator muscle was retracted forward, the external 
lateral ligament and capsule covering head of the 
radius was incised freely, exposing the head. The 
muscles were retracted, a pair of forceps were intro- 
duced into the joint and a free fragment removed. A 
search was made for other free fragments, but, ap- 
parently, there was none. 

The capsule was sutured. Several bleeding points 
were ligated. A few hemostatic sutures were put 
in. The wound was not entirely closed, leaving room 
for drainage for any synovial fluid which might come. 
The forearm was put in hyperflexion for 24 hours, 
after which the arm was put at right angles. The 
patient was instructed to move the elbow. She left 
the hospital September 25. There was no discolora- 
tion of the hand and no pain when the elbow was 
manipulated. 

She was instructed after leaving the hospital to 
manipulate the elbow. This she did, and on October 
5 she was able to extend the arm to 150 degrees and 
flex well to about 45 degrees. She had no pain. There 
was still a little limitation of pronation and supina- 
tion. I believe that she had improved within the 
last few days. 

October 7, 1922, she was able to flex the arm com- 
pletely and to extend to about 160 degrees. Prona- 
tion and supination were net limited. She was dis- 
charged. 

March 8, 1923, there was no limitation of motion, 
flexion and extension, pronation and supination. The 
result was perfect. 


GROUP 4 


This includes fractures of the ulna, 
particularly the upper third of the shaft. 

(1) Reduction of the deformity in 
fractures of the upper third of the ulna 
is essential. If this is not accomplished 
the ulna acts as a pendulum, swinging as 
a rule away from the midline, stretching 
the internal lateral ligament and thus di- 
minishing the carrying angle. More than 
this happens. Flexion of the upper frag- 
ments, which results from contraction of 
the brachialis anticus, added to the 
change in the axis of the upper portion 
of the shaft, alters the relationship of the 
sigmoid cavity of the olecranon and the 
articular portion of the humerus. The 
result of this, if not corrected, is a lim- 
itation of flexion of the elbow. 

(2) When the deformity is reduced no 
limitation of motion results. 
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(3) If it is not possible to maintain 
reduction, open operation is advisable. 


Case.—In Leon M. our diagnosis was fracture of the 
ulna, and fracture of the head of the radius. 

He fell off a wagon Dec. 31 on his hand and came to 
Touro immediately, where he was seen by Dr. Pit- 
kin. After taking the x-ray picture Dr. Pitkin re- 
quested that Dr. Cchn see the patient. The x-ray 
revealed a fracture of the ulna overlapping about 
two inches, upper fragment displaced to the radial 
side. Under ether anesthesia, we were able to obtain 
reduction with difficulty. The forearm was placed in 
complete supination. 

January 12, 1921, there was no deformity of the 
fcrearm. Limitation at the elbow of flexion was due 
possibly to a dislocation of the fractured head cf 
the radius. Contrast baths and massage were given. 

January 26, the splint was removed altogether. Con- 
trast baths and resistive exercises were given, with 
resistive pronation and supination. He was advised 
to use hot and cold water and exercise. Particular 
attenticn was to be paid movements of the elbow. 
January 28, flexion of the elbow was limited to 75 
degrees. Extension was not limited. Supination was 
limited. 

January 31, he was able to flex the elbow to right 
angle, and had complete extension. There was an 
increase in muscle power as well as pronation and 
supination. 

February 5, muscle power, resistive flexion and ex- 
tension showed improvement. Flexion was still lim- 
ited. He was advised to chin the bar, saw wood, and 
have contrast baths. 

February 16, he had complete supination, and pro- 
nation limited to about 50 per cent of normal. He 
had complete extension, and flexion limited to about 
70 degrees, probably mechanical and due to the slight 
forward displacement of the head of the radius. Mus- 
cle development improved. He was told to continue 
contrast baths, active and passive motion. 

February 22, the mother did not come because she. 
said she was perfectly satisfied with the results. 

The muscles were very active. The flexor muscles 
were improving. He was able, with resistive exer- 
cise, to flex the elbow against resistance of right 
angle. Supination was more active than pronation 
in resistive exercise. Advised to continue sawing 
wood, and other exercises, and also to continue con- 
trast baths. 

March 19, he had complete extension. When the 
forearm was completely extended there was a prom- 
inence just below the bend of the elbow. 

The elbéw, flexed to a right angle, seemed to be 
changed to an obtuse diameter of the elbow. .The 
patient was able to flex the elbow to about 60 de- 
grees. Pronation and supination were unimpaired. 
In palpation along the head of the radius, the ole- 
cranon seemed clcser to the internal condyle than to 
the external condyle. Mrs. Mauer said that she 
thought it was getting along all right, and that she 
saw nothing wrong. 

May 24, 1921, the carrying angle was normal. The 
forearm extended on the arm showed slight promi- 
nence on the elbow. When the forearm was flexed 
to a right angle some slight angulation of the elbow 
about two inches from the olecranon appeared. 

Pronation and supination were not’ impaired. 
Flexion was limited to about 60 degrees—rather a 
hyperextension than extension. ‘ The patient did 
everything that he wished—chopped wood, played 
baseball, and tied his neck tie. He was advised to 
continue all exercise. 

July 19, he had complete extension, and the same 
amount of flexion, due to forward displacement of 
the head of the radius. The mother was satisfied 
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with the result in spite of advice to have the me- 
chanical causes of limitation removed. 

Case.—Florence B.’s case was diagnosed fracture 
of the ulna. 

March 22, 1921, in the afternoon, she fell on the 
forearm in a way that she could not explain. She 
was seen by me that day, at about 6:30. She was 
brought to Touro by her father and mother, after 
which she was seen by Dr. Cohn. Examination at 
that time showed the forearm in complete prona- 
tion. The olecranon seemed rather prominent. Any 
attempt to move the elbow caused pain. Even to 
touch the arm caused pain. There was an apparent 
increase in the anterior posterior diameter of the 
elbow. There was localized pain over the ulna about 
two inches below the tip of the olecranon, and cubitus 
varus deformity. Diagnosis of fracture of the ulna 
was made. The x-ray picture showed a transverse 
fracture of the ulna about two inches below the tip 
of the olecranon. There was an impacted fracture 
of the head of the radius also. ‘ 

Under ether anesthesia, the forearm was manipu- 
lated and the overriding overcome by traction. The 
lower fragments were brought into position by hyper- 
flexion of the arm. The impaction of the head of 
the radius was broken up. 

Two short small plaster splints were put on the 
forearm and molded plaster splints on the dorsal as- 
pect of the forearm. 

The child slept well the entire night. She had no 
swelling of the fingers and no pain. 

X-ray picture taken subsequently to reduction 
showed perfect reduction of the fracture of the ulna 
and head of the radius. 

April 4, 1921, the dressing was removed, contrast 
baths and massage were given. The position of the 
elbow was changed to one of right angle without 
pain to the patient. She was able to pronate, and 
the head of the radius rotated with the shaft. The 
carrying angle seemed normal. Light massage and 
the position of hyperflexion were maintained until 
April 7. 

April 7, 1921, the dressing was removed. There 
was no defcrmity. The patient was able completely 
to flex the elbow and extend it beyond the right 
angle. Anatomic landmarks at the elbow were in 
their normal relationship. The head of the radius 
rotated with the shaft. Pronation and supination 
caused no pain along the shaft of the ulna. Con- 
trast baths and massage were given. 

April 11, 1921, the patient was able to flex the arm 
perfectly and extend it completely without pain. The 
head of radius rotated with the shaft. Pronation 
and supination were slightly limited (active), supina- 
tion was not limited, and the carrying angle was 
normal. There was no swelling about the elbow. Con- 
trast baths, passive motion and vibratory massage 
were given. 

April 25, 1921, she had a perfect carrying angle, 
no deformity, flexion to 45 degrees, perfect exten- 
sion, and perfect supination and pronation. 

May 4, 1921, there was no limitation cf flexion and 
extension. The carrying angle was normal. Pro- 
nation and supination were not limited. Rotation at 

the shoulder was not limited. Vibratory massage, 
contrast baths were advised, and she was advised 
not to try to lift heavy weights for a little while. 


DISCUSSION 


Dr. W. R. MacAusland, Boston, Mass.—The 
frequency of these injuries, together with the 
published results of well known surgeons, vary- 
ing as they do in perfect results from 20 to 80 
per cent, show that as yet these lesions are not 
on the whole very skillfully handled. The study 
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of injuries to the elbow joint, especially in chil- 
dren, is complicated in the large majority of 
cases by the difficulty of radiographic interpre- 
tation, especially before the centers of ossifica- 
tion have made their appearance. 

Failure to obtain functional results 
main have been due to: 

(1) Lack of study of the history and method 
of injury. 

(2) Time elapsed before reduction is accom- 
plished. 

(3) Lack of proper physical examination of 
bony landmarks and the presence of swelling, 
deformity, crepitus and abnormal mobility. 

(4) Imperfect reduction and after-care. 

Statistical results show that from 20 to 71 per 
cent of elbow fractures have limited motion. 
This is due to several factors: (1) malposition; 
(2) time elapsed before reduction; (3) peri- 
arthritis; (4) improper after-care. 

Complications following injuries to the elbow 
joint may be classed under the heads of deform- 
ity, limited motion and ankylosis. The deform- 
ity of cubitus valgus is rarely accompanied by 
limited motion, while cubitus varus is always 
accompanied by limited motion. 

Limited motion in itself does not form an in- 
dication for operative intervention in the elbow 
joint provided that limitation of motion gives 
the individual a serviceable and workable arm. 
An elbow to be functional need not flex to 45 
degrees, nor need it extend to 180 degrees. El- 
bow joints, however, in complete ankylosis or 
with only 5 to 10 degrees of motion, are a dis- 
tinct handicap, and undoubtedly arthroplastic 
measures have been found perfectly satisfac- 
tory. 

The method of approach to the joint may dif- 
fer among different surgeons. In the main the 
requirements are: 

(1) Proper exposure. 

(2) Proper remodelling of surfaces in place 
of an excision in which the joint is always lat- 
erally unstable. 

(3) The removal of all free pieces of bone, 
torn periosteum and sharp edges. 

(4) Interposition of tissue to prevent re- 
ankylosis. 

By this arthroplastic measure certain funda- 
mentals are necessary if the result is to be 
classed as a good arthroplasty: 

(1) The joint must have smooth, gliding mo- 
tion in sufficient arc to be functional, usually 
from 45 degrees flexion to 165 to 170 degrees ex- 
tension. 

(2) The joint must be stable. 

While this is not so important in the elbow 
joint as in arthroplasties of the knee and hip, 
it necessarily must be stable in order to stand up 


in the 


under constant use without the production in. 


later years of arthritic changes from joint 


strain. 


Dr. James S. Stone, Boston, Mass.—The most 
important thing in elbow fractures which we 
must look out for more and more is to prevent 
the need of arthroplasty by better early treat- 
ment. We must recognize exactly the type of 
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fracture best treated by open reduction and the 
type best treated by conservative methods. Of 
course we must take into account, too, the age 
of the patient. The younger the child the less 
is the likelihood of ankylosis. One thing we 
must always remember is that very good func- 
tion may result with very bad anatomical posi- 
tion in many cases, and function is infinitely 
more important than anatomical position. 


Dr. E. Denegre Martin, New Orleans, La.— 
Dr. Cohn has been doing his work for several 
years and has gone about it in the right way. 
He has taken every step to learn about bone 
formation. I think an interesting set of x-ray 
pictures will be published very soon. Dr. Cohn 
deserves recognition in his work, and you can 
depend upon what he says. 


Dr. J. G. DuPuis, Lemon City, Fla.—Does this 
radical treatment apply more to the old cases 
that have already ankylosed in adults or to re- 
cent ones in children? 

I wish to emphasize the difference between 
fractures in children and in adults and their 
early treatment to avoid the necessity of treat- 
ing permanent ankylosis by operative measures. 
In children we should wait a while before op- 
erating. A case to illustrate was of a boy aged 
seven years who fell down on the sidewalk 
and broke one of the epiphyseal bones of the 
humerus. It lodged in the articular surface. 
His arm was put up in the usual position and 
within six weeks the x-ray showed a large epi- 
physeal projection the size of a small marble 
in the articular surfaces. Six months later the 
boy had complete motion with no deformity with- 
out operative interference. Within the next year 
the same boy fell out of a swing and broke his 
With sim- 
ilar treatment he regained complete use of the 
arm in about eight months. 


Dr. Cohn (closing).—Better results in these 
cases will come from better knowledge of the 
normal, better knowledge of the history of the 
accident and more careful examination of the pa- 
tient. The time is not far distant when men will 
feel that they have committed a crime when they 
have to manipulate a joint and get crepitus to 
diagnose a fracture. Palpation, inspection and 
an x-ray examination is all that is necessary 
before the patient is anesthetized. 


TREATMENT OF DEFORMITIES 
SECONDARY TO BURNS* 


By O. L. MILLER, M.D., F.A.C.S., 
Charlotte, N. C. 


While working with the North Carolina 
Orthopedic Hospital, it has been my priv- 
ilege to see quite a group of deformities, 


*Read in Section on Bome and Joint Surgery, Southern 
Medical Association, Seventeenth Annual Meeting, Wash- 
ington, D. C., Nov. 12-15, 1923. 
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Case 1 
(a) Axillary burn with extensive adhesions of the entire upper forearm’ and hand to the chest. Much 
deltoid atrophy. 
(b) Arm resting in first plaster dressing, with window for caring for wounds. 
(c) Plaster dressing used for several months, for prolonged stretching of scar area. 
(d) Showing range of shoulder and arm at end of treatment. 


involving the extremities, caused by con- 
tractures from burns. The necessary ap- 
plication of various mechanical devices to 
correct or improve these deformities has 
naturally drawn them into an orthopedic 
clinic. Any encouraging result seeming 
to be obtained in any of these cases is due 


more, possibly, to the persistency and 


care of the corrective apparatus than to 
the true surgery. After the use of both 
surgery and appliances, physical educa- 
tion plays quite an important role in the 
restoration or improvement of function 
in the corrected limbs. 


There are no rules, so far as I can 
learn, which one can follow in the treat- 
ment of the varied deformities seen after 
burns. The deformities do not fall stead- 
ily into types or classes as some lesions 
do. There is constant difference in loca- 
tion of the scars, or contractures, and dif- 
ference in extent of deformity due to the 
depth of burn or character of treatment 
at the time of the accident. Burn inju- 
ries which I have seen have had no per- 
sistent care to prevent deformity. They 
have been allowed to heal in the position 
most agreeable to the patient. 

In approaching the correction of these 
deformities, one has to keep in mind the 


functional and cosmetic improvement, 
with emphasis on the function. Many 
cases, though, deserve surgical interfer- 
ence for cosmetic reasons only. 

One lesson we have learned is that if 
one is too ambitious for cosmetic appear- 
ances, especially about the hand, very 
useful joints may be put out of commis- 
sion. A rather flexed working finger is 
more useful than a well formed. rigid one. 
It is very difficult safely to clear out the 
deep scar tissue in the palm and palmar 
surface of the fingers. Few burns in- 
volve the sole of the foot, while the palm 
of the hand is a frequent site of this type 
of injury. 

The use of some or all the methods of 
skin grafting is essential to the complete 
success of the after-treatment of burns. 
In a variety of cases, such as are pre- 
sented here, no set type of skin grafting 
can be adhered to, though very little free 
skin transplanting was done. It is my 
experience that the full thickness trans- 
plants are most satisfactory on the ex- 
tremities when free graft is necessary. 

In the cases shown here the injury oc- 
curred in early childhood. In the axil- 
lary cases, usually the child is wearing 
dresses, the skirts catch fire and the 


the 
‘ir 
t- 
S. 
2d 
1e 
e. 
1- 
le 
ie 
r 
iS 
l- 
e 
a 
¢ 
i 


SOUTHERN MEDICAL JOURNAL July 1924 


flames concentrate in the armpit, burn- 
ing the skin of both the arm and chest. 
So much heat here sears rather deeply. 
The arm is allowed to rest against the 
chest and attaches to it in time. 
hands are usually burned from falling 
In the foot cases the 
children were dropped in the fire by their 
elder brothers or sisters acting as nurse. 

The principles found necessary to use 
have been careful surgery of the flaps, 
followed by prolonged mechanical sup- 


against a hot stove. 


(a) Case quite similar to first case, and handled in the 


BOTTOM—Case 4 

(a) Deep burn of the right palm, showing limit of ex- 
tension of fingers. 

(b) Showing same hand after skin transplant from ab- 

domen, and treatment with physical education. 


port to hold the new positions obtained, 
‘plus the development of the parts by 
physical education. 

In every case, after carefully pattern- 
ing the “swing flaps” from the available 
skin and dissecting out the scar, the raw 
uncovered area left was surprising and 
at times discouraging. In the axillary 
cases considerable tension could be put 
on flaps from the chest and in a few 
hours the skin would give comfortably 
and safely from its property of stretch- 
ing and sliding. No free skin grafts 
were transferred into the axilla. Only 
swinging flaps were used and they were 
patterned from the skin about the area. 
There are no fixed rules governing the be- 
havior of a skin graft after the surgery 
is done. In one case there was some in- 
folding on the side of the chest, making 
it necessary to dispose of several square 
inches of rather poor looking skin. This 
skin was excised and dropped over in the 
bend of the elbow where there was want, 
but it could hardly be expected to live. 
None looked more healthy at the finish 
than this offcast. 

At the end of two or three weeks, when 
there was retraction and raw areas in 
the center of the field of flaps, Thiersch 
grafts were dropped on the raw places in 
some cases. Sometimes they lived; often 
they did not. In most of the cases epithe- 
lium was very kind to advance early from 
all sides and cover skin deficiencies 
caused by retraction. We were fortunate 
in having no destructive infections. 


Apparatus which is shown used dur- 
ing the convalescence of the axillary cases 
was not applied at the time of operation: 
because it disturbed the margin of the 
flaps too much. The plaster casts are 
applied a week after operation and long 
windows are cut for the wounds. Later 
when the wound is well the spica becomes 
an abduction splint, with the arm free 
above, and is worn many weeks. In the 
arm cases, as soon as they are healed, the 
patient is put to swinging on a trapeze 
to stretch as much as possible the re- 
maining subcutaneous scar. There seems 
always to be, in spite of every effort to 
eliminate it, some remaining or recurring 
sear. 


‘ 
| 
3 TOP—Case 2 
same manner. 
: (b) End result. 


XVII No.7 


In this series there are three hand 
cases. In one, where the fingers were 
tightly fixed on the palm, but still had 
strength in the extensor tendons, the scar 
was dissected from the palm and a flap 
was transferred from the abdomen in two 
steps. This flap lived wholesomely. At 
first it looked out of place in the palm, 
but after some months’ use the subcu- 
taneous fat absorbed, the skin toughened, 
and began to take on the appearance of 
neighboring skin. This hand materially 
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improved in function and certainly cos- 
metically. A large flap was planned for 
and the proximal skin edge in the hand 
was grown to first. This facilitated blodd 
supply. The abdominal flap, when it 
finally rested in the palm of the hand, 
had reduced to less than one-half its orig- 
inal square surface. There is immensely 
more retraction in free skin transplants 
than in the swinging flaps. In another 
hand case where both the first and the 
fifth fingers were lost under the 
skin, and all fingers contracted, 
the thumb was dissected out, 
amputated, and the skin off the 
thumb was relayed into the 
palm. Pulling out flexed finge 
too fast under anesthetic and 
grafting over raw areas is at- 
tended with danger of destroy- 
ing the small joints and para- 
lyzing or evulsing tendons. In 
the second hand case, the fingers 
are still quite flexed but ve 
serviceable for labor. 

In the foot cases the scar con- 
tractures gradually disturbed 
te bony relations. In one case 
we have a marked flat foot, and 
in another a club foot. The 
swinging skin flaps were used to 
give the feet the best possible 
covering of good skin and later 
at other operations the bone pa- 
thology was attacked according 
to the foot deformity. 

Plastic work on both the soft 
structures and bones following 
burns in children is encouraging 
in its results when planned 
along rational surgical lines, 
and the use of mechanical appa- 
ratus is persisted in for suf- 
ficient length of time. The cases 
do better in an institution, at 
least until they have had some 


TOP—C 3 
(a) Axillary adhesions. 


(b) Under treatment. 


(c) End result. 
BOTTOM—Case 6 


(a) A flat foot acquired from a burn, in which the outer three tocs were 


re-education of the part under 
treatment. Traction on scar tis- 
sue for a long time after opera- 
tion gives range which the same 
scar did not have originally. 


lost and extensive web and scar formation extended over the peroneal (Illustrated w i t h Lantern 


side of the foot and leg. 


(b) gg plastic skin graft and plastic bone work for correction of flat Slides.) 


End result. 
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TOP—Case 5 

(a) A hand burn with extensive adhesions and binding 
down of thumb and fingers. 

(b) This hand is somewhat improved. Being too am- 
bitious for a cosmetic result in this type of deform- 
ity jeopardizes function. 

BOTTOM—Case 7 

(a) Left foot, an acquired club foot from burn. Web 
formation on dorsum of foot, much bone hyper- 
trophy on outer aspect of medio-tarsus, with rota- 
tion and pitching inward vf metatarsal shafts. 

(b) After plastic skin. work and correction of the foot 
deformity. 


DISCUSSION 


Dr. R. Tunstall Taylor, Baltimore, Md.—This 
subject naturally divides itself into three parts. 

Firstly, when a child is severely burned, the 
first consideration is to check the suffering of 
the patient and in doing so quite often we allow 
the patients to assume any position they choose. 
The prevention of deformity should be thought 
of primarily by us in dealing with these cases. 
We know within limits, usually, what de- 
formities are going to occur from burns in the 
arms. We know that the arm will be adducted 
by burns in the axilla. The arm will be flexed 
from a burn in the elbow and we will have a 
wrist drop with contraction of the fingers from 
a burn in the hand. Consequently, we should 
extend the arm and extend the elbow and put 
the hand in dorsal flexion, maintaining this po- 
sition until the condition heals. With a burn of 
the dorsum of the foot, in the popliteal space and 
groin, we also have a tendency to bad contrac- 
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tion. 
proper splints to save a great deal of treatment 


later on. 


tion tissue we know it is apt to contract. 
must counteract that tendency by Dakin’s solu- 
tion, ambrine, silver foil and scissors to promote 


epidermization. 
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These conditions are to be prevented by 


Secondly, if we have very exuberant — 
e 


Thirdly, these cases are usually seen late by or- 


thopedic surgeons when they have the terrible de- 
formities that have been shown on the screen. 


Our experience has been that the Krause whole 


thickness skin graft gives us much more free- 


dom of motion in the joints than anything else 
in restoration. We have tried the Ollier-Thiersch . 
and Davis pinch graft, but nothing has been so 
satisfactory as the whole thickness graft with 
fat. In the axilla we can obtain this graft from 
the back and turn it around. In the elbow cases 
we resort to a pedicle graft with pedicle or cuff 
from the abdomen respectively for the front or 
back of the wrist or a pedicle graft from the 
arm. If the burn is at the knee we can get the 
grafts from the dorsum, or opposite thigh, and 
on the dorsum of the foot from the opposite calf. 
The whole skin graft with an appreciable 
amount of fat is the sine qua non. 


PROPHYLAXIS IN OBSTETRICS* 


By IvAN PROCTER, M.D., 
Raleigh, N. C. 


The greater part of obstetrical work is 
still being done by the general practi- 
tioner, and it is just as important for us to 
work out the fundamental protective steps 
for the multitude as it is to produce ultra- 
scientific methods that can be used for 
the few in maternity hospitals. 

It is not necessary to have new methods 
in obstetrics to reduce the present mor- 
bidity and mortality. The scientific, con- 
scientious use of well known procedures 
will lift our art to a plane on a level with 
the highest standard of surgery. 

The science of obstetrics belongs en- 
tirely within the field of preventive med- 
icine. The obstetrician who does not 
practice in a prophylactic way is not giv- 
ing his patients what they deserve. Prac- 
tically all of the complications and many 
of the diseases that befall the pregnant 
parturient and puerperal patient (with 
her offspring) can be prevented. 


*Read in Section on Obstetrics, Southern Medical Asso- 
ciation, Seventeenth Annual Meeting, Washington, D. C., 
Nov. 12-15, 1923. 
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Next to the actual pain of labor, nausea 

and vomiting causes the average woman 
more concern than anything else. Early 
toxemia often lays the foundation for a 
morbid condition throughout pregnancy, 
resulting in complicated labor and slow 
puerperal convalescence. This condition 
can be greatly benefited or cured in most 
patients. It is unfortunate that so many 
women believe it to be a natural accom- 
paniment of pregnancy and wait until a 
real toxemia exists before seeking relief. 
Each patient should be given a thorough 
physical examination, eliminating all foci 
of infection in the teeth, gums, tonsils, 
nose, kidney, cervix, etc. Any post-nasal 
catarrh should have appropriate treat- 
ment. The lungs, kidneys, bowels and 
skin should be stimulated to normal ac- 
tivity. A deficient liver function as shown 
by Moore’s' application of Widal’s hemo- 
clastic liver function test should receive 
careful attention and the patient should 
be watched in the latter half of preg- 
nancy for pre-eclamptic symptoms. This 
test, although still in its infancy, prom- 
ises to be of considerable value in the 
early diagnosis of eclampsia. Proper diet, 
sedatives, visitors, relatives and environ- 
ment play an important part. The intra- 
venous use of corpus luteum is almost a 
specific in a large number of patients. 


When physicians pay more attention to 
the annoying symptoms of pregnancy 
and use their best efforts in making life 
more pleasant during this distressing pe- 
riod, fewer abortions will be done and 
the women will report earlier in preg- 
nancy. 

Syphilis plays its part in infant mor- 
tality. Thirty-five per cent of a large 
series of fetal deaths reported by Wil- 
liams? was due directly to syphilis. Its 
frequency should be kept as constantly in 
our minds as toxemia and its detection 
and treatment should be as thorough. 

Other causes of prematurity, as fa- 
tigue, strenuous exercise, purgation, ex- 
cessive coitus and rough or long automo- 
bile riding should be guarded against by 
proper instructions. 

Late toxemia, commonly called eclamp- 
sia, is the most important disease during 
pregnancy. It occurs frequently in pa- 
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tients not under proper supervision and 
rarely in patients receiving modern pre- 
natal care. 


Beck® reports on 3000 obstetric pa- 
tients at the Long Island College Hospi- 
tal. In the first 1000 with no prenatal 
care there were 76 infant deaths, under 
two weeks. In the second 1000 with 
nurse supervision there were 47 deaths. 
In the third 1000 with prenatal care 
there were 25 deaths and only four tox- 
emias. 


The frequency of eclampsia is a great 
deal higher than is commonly thought. 
It ranges between 1 in 79 patients ac- 
cording to Cragin to 1 in 134 patients ac- 
cording to the New York Lying-in statis- 
tics. Every pregnant woman is poten- 
tially a case for eclampsia and proper pre- 
natal care is the best life insurance for 
these patients. Eclampsia belongs in the 
group of preventable diseases and_ it 
should be studied largely from that stand- 
point. Almost every case of eclampsia is 
preceded by pre-eclamptic symptoms and 
signs which if properly interpreted and 
treated will reduce the mortality to a 
minimum. Pre-eclamptic conditions are 
recognized by a train of symptoms fa- 
miliar to us all, headache, dizziness, nau- 
sea, etc. A _ rise in blood pressure is 
the most important sign. This precedes 
by many days the toxic pictures in either 
blood or urine (Polak). Albumin and 
edema, two signs previously used to diag- 
nose toxemia, in our experience are un- 
reliable. Many patients with marked 
edema never have eclampsia, while others 
with clear urine have all the pre-eclamp- 
tic signs and may develop convulsions at 
once. In fact, kidney involvement*® often 
seems to be secondary, as evidenced by 
the fact that we see patients in whom 
clinically the kidney is not involved or 
not until late, although the case is typical 
in every other respect. The study of the 
eyegrounds is a most important diagnos- 
tic procedure. Hemorrhages and edema 
are seen in the fundus for some time be- 
fore the patient complains of symptoms. 
The diagnosis of toxemia of pregnancy® 
is the most important in the field of 
obstetric art. Rigid treatment must 
be instituted in all pre-eclamptics in 
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order to save those that rapidly reach the 
climax of the disease. 

The normal blood pressure for the indi- 
vidualpregnant patient having been estab- 
lished by frequent observations through- 
out pregnancy, our plan is, that if a 
rise in blood pressure is noted, an imme- 
diate non-protein diet is ordered. If 
there are other symptoms such as head- 
ache, dizziness and nausea the patient is 
given absolute rest in bed on a milk diet. 
The bowels are opened and water is ad- 
ministered freely. If the symptoms are 
more urgent even milk may be restricted 
and glucose given per rectum. If the 
patient improves under this treatment 
she may be allowed up in a few days, but 
should be watched carefully until after 
delivery, as it is often necessary to re- 
peat the treatment. If the blood pressure 
continues to rise and pre-eclamptic symp- 
toms persist in spite of rest, elimination 
and restricted diet, labor should be in- 
duced. The patient is relieved of the 
pain and shock of labor by the use of 
morphin and scopolamin and labor is ter- 
minated by the least shocking method for 
the individual patient, whether it be ver- 
sion, perineal forceps, or natural deliv- 
ery. We have found this plan of treat- 
ing pre-eclamptics most satisfactory and 
believe that rigid treatment early and in- 
duction of labor in persistent cases is the 
only hope for reducing the present horri- 
ble morbidity and mortality. 

Post-maturity had received very little 
attention until the past few years. Reed’ 
of Chicago has demonstrated the impor- 
tance of a woman’s being delivered when 
the fetus is mature. It is a well known 
fact that some women will develop a ma- 
ture child in a shorter length of time than 
others. The purpose of pregnancy is to 
develop a living mature infant with a 
weight of 714 pounds and a total length 
of 50 centimeters. 
accomplished, pregnancy should theoret- 
ically come to an end. By the use of the 
Ahlfeld and McDonald measurements we 
can determine for practical purposes 
when the fetus is mature. If labor does 
not take place at this time the patient 
should be watched very closely. If no 


signs of disproportion are detected by 
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into the pelvis 
pregnancy can be allowed to continue for 
a reasonable length of time. However, if 
it continues for 10 to 14 days beyond 
term and definite maturity, or if there is 
any disproportion, labor should be _ in- 
duced at once. This procedure will not 
only reduce the ill results of hard, tedious 
labor, but will help to lower our high 
fetal death rate. 

Ehrenfest® has stated that 40 per cent 
of necropsies performed on stillbirths 
and babies dying a few days after deliv- 
ery show definite intracranial lesions. 
Hard, tedious labors help to make up a 
large number of these lesions. He urges 
the use of x-ray, lumbar puncture and de- 
tailed physical examinations in all babies 
presenting abnormal signs. Many can 
be saved by proper diagnosis and treat- 
ment. 

Sharpe, of New York, read a most in- 
structive paper on “Intracranial Hemor- 
rhage in the Newborn” at the last meet- 
ing of the American Medical Association. 
The striking points in Dr. Sharpe’s pa- 
per were the frequency of hemorrhage in 
the newborn, 9 per cent in 100 consecu- 
tive cases. He stressed the importance 
of looking for hemorrhage in babies born 
after long, tedious labors and the futility 
of trying to diagnose hemorrhage with- 
out spinal puncture in cases that are not 
of the extreme variety. 

The greatest means of lowering mater- 
nal morbidity is the use of methods to 
make labor easy. Suffering during labor 
just as during an operation produces 
shock and exhaustion. In labor it lowers 
resistance, increases the chances of in- 
fection and prolongs the puerperium. 
Women who are relieved of the agonizing 
pains of labor are in much better physical 
condition than their sisters who follow 
the rule of “Let Nature take her course.” 
The conservative use of morphin and 
scopolamin or nitrous oxid is doing more 
to make obstetrics a branch of scientific 
medicine in the eyes of the laity than any- 
thing else. 

The substitution of rectal for vaginal 
examination is the greatest prophylactic 
step in the aseptic conduct of labor. Al- 
though this cannot be compared in safety 
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with abdominal or no examination, if 
conducted properly it is far safer than 
the vaginal route. After carefully and 
gently passing the gloved finger into the 
rectum, the pelvic cavity is surveyed in 
the same manner as per vaginam. The 
engagement, presenting part, amount of 
dilatation and progress of labor are the 
points determined. There may be some 
difficulty in the beginning, but a little 
practice will educate the finger to gain 
all the information needed in the average 
case. 

Episiotomy in properly selected cases 
helps to prevent the injury of the pelvic 
muscles, fascia and perineum. Many pa- 
tients who try constantly for one or more 
hours to force the fetal head up over the 
perineal body will be saved a unilateral 
or bilateral rent in the levator and at 
times a tear of the pelvic fascia from its 
bony attachment by a moderate lateral 
or median perineotomy. 

Pituitrin, a dangerous obstetric drug, 
is gradually finding its place in the third 
stage of labor. Although it can some- 
times be used safely in small doses in pa- 
tients that have progressed to the peri- 
neal stage, it has often caused untold 
damage to both mother and child, where 
sufficient time was not allowed for mold- 
ing of the fetal head and stretching of 
the maternal soft parts. We consider it 
safer to anesthetize the patient and apply 
low forceps, placing every step under the 
control of the operator, than to use pitui- 
trin. We do, however, use it at the begin- 
ning of the third stage of labor, believing 
that it reduces the total loss of blood, 
forestalls the danger of post partum 
hemorrhage and hastens complete sepa- 
ration of the placenta. 


The practice of leaving puerperal pa- 
tients to convalesce under their own guid- 
ance and the haphazard instructions 
from friends is a grave mistake. Al- 
though the immediate danger to life is 
gone after a successful delivery is ac- 
complished, the danger of a miserable ex- 
istence with many complaints and mala- 
dies is just beginning. Next to lacera- 
tions, retroversion is probably the excuse 
for more pelvic operations than anything 
else. Proper post-partum treatment will 
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prevent many of these operations. Lynch 
has demonstrated that 72 per cent of 
retroversions following labor can be cor- 
rected by the use of a pessary. 

As soon as we look upon reproduction 
as a function meant to be normal but usu- 
ally abnormal in some respect, when we 
teach the public the importance of proper 
care for obstetric patients and the poten- 
tial dangers wrapped up in this function, 
when we give these patients the same de- 
tailed scientific care and attention that 
we give patients with typhoid, pneumo- 
nia and acute appendicitis, then we shall 
see some of the results for which all of 
us are working. 


The title of this paper covers such @ 
vast field that it has been impossible to 
consider any one subject in detail. It is 
hoped, however, that the discussion will 
bring out many points of interest to the 
profession and of benefit to our patients. 
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DISCUSSION 


Dr. M. P. Rucker, Richmond, Va.—An all- 
round obstetrician must be well grounded in 
preventive medicine, a sensible endocrinologist, 
a skilled diagnostician, and a clean surgeon. Dr. 
Procter has told us everything to do for a preg- 
nant patient except to weigh her. By following 
her weight we have some guide in the loss of 
weight, in the early months of pregnancy, in 
the amount of damage a toxemia with vomiting 
is doing, and in the latter months in the too 
rapid gain of the accumulation of fluid. A rapid 
gain in weight will sometimes show before 
edema is apparent, and in any case we have a 
measure of the amount of fluid. 


Backache from relaxed sacro-iliac sells can 
be relieved as suggested by Litzenberg, by pelvic 
strapping or a pelvic belt. 

As Dr. Procter has said, the best way to treat 
eclampsia is to prevent it. Dr. Baughman has 
already told us how to treat it when it comes. 
This can be done only by proper prenatal care. 
Some time ago I had occasion to look up the 
results that we were getting at our dispensary. 
I asked the nurses to get out, without selection, 
enough histories to get the results of 1000 cases. 
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They traced up for me some 1019 cases and 
there was not a maternal death. Two patients 
developed eclampsia. They had been warned be- 
forehand, but refused treatment. However, the 
nurse was so much on the job that when the first 
convulsion appeared the patient was gotten into 
the hospital and under treatment with no loss 
of time. This shows what can be done with an 
ignorant negro population. 

I wish to endorse what Dr. Procter has said 
about the post-mature child. With the Ahlfeld 
and McDonald measurements we can accurately 
determine the size of the child, as accurately or 
more so than with the history of the case. With 
these measurements and the history, if that can 
be obtained, we should avoid an oversized baby. 
Brown, in a study of 300 autopsies in Edin- 
burgh, concluded among other things that in 
primipara, certainly, it is better to terminate 
pregnancy two weeks before time. 

I do not think Dr. Procter emphasized suf- 
ficiently the curative effect of lumbar punctures. 
In these cases this procedure is not only diag- 
nostic, but is the best means we have of reliev- 
ing the condition. The punctures should be re- 
peated until there is no more blood. 

I believe episiotomy has a place when you do 
not have a skilled anesthetist to relax the peri- 
neum. I would advise it in such conditions from 
the standpoint of the child, to relieve its head 
from the terrible pressure of a rigid perineum. 


Dr. Oren Moore, Charlotte, N. C.—For a num- 
ber of years we have been slowly drifting away 
from edueating the men in medical colleges in 
the basic principles of medicine, surgery and 
obstetrics, but rather have been making special- 
ists, who take up collateral branches. Now the 
trend is slowly coming back to the old branches. 
Less than two weeks ago Stengel, of Philadel- 
phia, noted that fact in an address in my home 
town. Three or four years ago Polak called at- 
tention to the fact that in reviewing the mor- 
tality statistics in the United States an alarm- 
ing situation showed: that the maternal death 
rate had increased rather than decreased, in 
spite of better obstetrical procedure and a pro- 
gressive obstetrical science. He sought for the 
cause and found it in part due to lack of ob- 
stetrical education in colleges. In my day we 
were required to see fifteen deliveries before we 
graduated. With that equipment we were per- 
mitted to go out and do obstetrics. Could you 
imagine a man’s being allowed to take out a pair 
of tonsils because he had seen fifteen tonsillecto- 
mies? There is no question that the inferior 
training given in colleges results in a larger 
mortality in obstetrics. The general practi- 
tioner, experimenting with purely expert meth- 
ods of delivery, has brought disaster upon him- 
self and his patients. But higher standards 
of education in medical colleges in obstetrics 
will reduce our death rate. 

I am called a prenatalist, one who makes 
every effort to secure a healthy baby and deliver 
a normal, healthy mother. Until we realize that 


prenatal care is an integral part of medicine, we 
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shall not have the results that can be obtained. 
Until we assume the responsibility of the preg- 
nant woman and then thoroughly equip ourselves 
for this work, the death rate among babies and 
mothers will be in the hands of the obstetricians. 
You cannot keep a woman from dying in labor 
if she does not present herself early, but when 
she does present herself she shifts the responsi- 
bility from her shoulders to yours. In my part 


- of the country, and I think it is true of the 


South, obstetrics is being practiced in a lament- 
ably poor way. 


Dr. Prentiss Willson, Washington, D. C.— 
There is one point that should not go without 
some comment, and that is the question of the 
induction of labor in so-called post-maturity. I 
have no doubt that a few women carry the fetus 
beyond the normal term of pregnancy. I have 
no doubt also that some fetuses will at a much 
earlier stage of pregnancy than others acquire 
size and weight which renders labor more diffi- 
cult. But to advocate the general induction of 
labor at any period in advance of the full term 
as reckoned from the date of the last menstrual 
period is advocating a procedure that will be 
fraught with great danger and one which will 
result in a maternal and fetal mortality that we 
would not otherwise obtain. It is possible that 
such a procedure would save a few babies, but I 
am confident that you would lose a much larger 
number from ill-advised attempts to interfere 
with the time of labor. 


Dr. Procter (closing).—I want to agree with 
Dr. Willson. You must individualize the cases, 
not induce labor as a matter of routine. 

I would like to ask Dr. Moore to say a word 
about the liver function test. 

Dr. Oren Moore, Charlotte, N. C.—It is evident 
that we are changing our idea of the original 
cause of toxemia to some other locality than 
the kidney. All work seems to point to the liver 
as the original organ which fails to handle the 
toxic principles of pregnancy. In 1921, Widal 
and his associates brought out the report on the 
Widal liver function test, and after Theobald 
and a number of other investigators had proven 
it was true, it occurred to us that if the liver 
was responsible for the original toxemia in 
pregnancy, then by applying the Widal test to 
early cases and watching them all through and 
to see whether a positive Widal case had eclamp- 
sia before the end of pregnancy, we should find 
out if the liver was truly a factor. We have a 
report on 125 cases since March of this year. 
So far we are in position to state that in all 
probability the Widal test is a true test of this 
toxemia. 

The test consists of introducing into the stom- 
ach a standard protein meal of 250 mils of 
skimmed milk and immediately afterward taking 
the white blood count. Widal and his associates 
have proven that the normal liver responds in 
a half hour. If the liver function is impaired 
the protein-fixing function of the liver is im- 
paired and then a leukopenia will follow. In 
other words, normal reaction to the standard 
protein meal is a leucocytosis, therefore a leuko- 


a | 


Vo). XVII No. 7 


penia will show a failing liver function. After 
taking a preliminary white count, we give these 
women a Widal meal and then at half-hour in- 
tervals thereafter for two hours take the white 
blood count. If it goes down we decide we have 
insufficient liver function. We have followed 
these cases and have found that almost invari- 
ably those who show leucopenia after the test 
meal develop some form of toxemia before deliv- 
ery. One doctor reports 25 cases in which the 


test was applied. Four of those were positive © 


and three came to delivery with pre-eclamptic 
symptoms. The fourth has not yet come to de- 
livery, but she is only eighteen months from her 
last delivery, at which time she had true jaun- 
dice. 


My suggestion is, try it in the early stages. 


STRANGULATED HERNIA COMPLI- 
CATED BY PERFORATION OF 
THE AFFERENT LOOP 


By LEIGH F. WATSON, M.D., 
Chicago, 


Postoperative perforation of the affer- 
ent portion of the intestine is a rare com- 
plication of neglected strangulated hernia 
which may occur when intestine of doubt- 
ful viability is returned to the abdominal 
cavity. As a rule, it is the result of fail- 
ure of the surgeon to examine the afferent 
loop for some distance above the site of 
constriction, 

Proximal perforation of the intestine 
is more frequent than is generally sup- 
posed. On account of the distention of 
the afferent loop edema and ecchymosis 
develop followed by inflammation, gan- 
grene and ulceration as in ordinary 


- strangulated hernia. 


The operation for strangulated hernia, 
especially if the condition has persisted 
beyond two or three hours, should al- 
ways be followed by a thorough and 
painstaking examination of the afferent 
loop of intestine for a distance of one or 
two feet beyond the point of strangula- 
tion for raw spots, ulcerated areas and 
minute perforations. Suspicious patches 
of gut, if small, should be covered with 
an omental flap: if large, it is often ad- 
visable to bring the questionable loop out 
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into the wound and cover it with warm, 
moist, vaselined sterile dressings for a 

period of 12 to 24 hours. If the color does 
oak return under this treatment the in- 
testine is gangrenous. If the color re- 
turns, the loose plastic adhesions can be 


Perforation 


/ Afferent 


= 


readily broken down and the intestine may 
be replaced in the abdominal cavity with- 
out anesthesia or after a simple local anes- 
thesia infiltration of the muscles and 
skin, the intestinal serosa being insensi- 
tive. In neglected cases the outlook may 
be grave. 

If the intestinal rent is small and ad- 
hesions have time to form and _ localize 
the peritonitis, the outlook is fairly good. 
Should the peritonitis become general, 
the prognosis is grave and unless opera- 
tion is resorted to promptly, the patient 
usually dies. 


The treatment for postoperative intes- 
tinal perforation is a prompt exploratory 
laparotomy. The rent in the intestine 
must be found and closed. The intestinal 
suture line should be protected by a flap 
of omentum if it is available, the wound 
should be closed with drainage, the patient 
placed in the Fowler position and treated 
for peritonitis. 
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SOME USES OF LOCAL ANESTHET- 
ICS IN OPHTHALMIC 
SURGERY* 


By Emory M.D., 
Richmond, Va. 


The writer desires to call attention to 
three methods of diminishing the dan- 
gers attending operations upon the eye. 
These are not new methods, but they are 
not practiced so generally as they should 
be. They are: (1) akinesia, or paresis of 
the orbicularis through injection of the 
upper branches of the facial nerve with 
novocain; (2) more profound anesthesia 
of the eye by subconjunctival injection of 
cocain; and (3) local anesthesia instead 
of general for enucleations by deep or- 
bital injections of novocain. 

(1) In 1914 Van Lint, of Brussels, 
proposed the blocking of the upper 
branches of the facial nerve as a sure 
means of preventing the squeezing of the 
lids which is so dangerous in the course 
of cataract operations. This procedure 
he described as “regional paralysis,” 
which is analogous to “regional anesthe- 
sia,” a motor nerve being subjected to the 
influence of an anesthetic drug in the one 
case, a sensory nerve in the other. While 
it is easy to reach the facial nerve at the 
styloid process, Van Lint preferred to 
attack only those branches which are 
concerned with the orbicularis palpebra- 
rum. He used a 0.5 per cent novocain 
solution injected with a long needle 
passed beneath the skin from a point 1 
centimeter temporal to the junction of the 
outer and lower orbital rims, horizontally 
to the side of the nose, injecting the solu- 
tion slowly as the needle was withdrawn. 
A second injection was made from the 
original puncture upward and forward to 
the orbital roof, again injecting as the 
needle was withdrawn. Sufficient paralysis 
followed in five minutes, and it could be 


hastened by massage. 


*Read in Section on Eye, Ear, Nose and Throat, Southern 


Medical Association, Seventeenth Annual Meeting, Wash- 
ington, D. C., 


Nov. 12-15, 1923. 
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Villard, in 1919, without knowledge of 
Van Lint’s paper, proposed the same pro- 
cedure with slightly different technic, us- 
ing 1 per cent novocain or 0.66 per cent 
cocain. From his own experience he 
drew the following conclusions, which 
the further experience of many surgeons 
justifies : 

1. Peripapillary injections of an anesthetic 
liquid (cocain or its substitutes) produce a very 


marked, but temporary, paresis of the orbicu- 
laris by interruption of the nervous influences 
from the facial nerve. 

2. These injections are absolutely without dan- 
ger provided they are practiced with a solution 
aseptic and sufficiently diluted. 

8. Temporary paralysis of the orbicularis 
which follows these injections facilitates in large 
measure all operations which necessitate a large 
opening of the globe by suppressing the reflex 
and involuntary contractions of the lids which 
make liable the expulsion of the intra-ocular con- 


tents. 

4. These injections are particularly indicated 
in the operation for cataract by rendering vir- 
tually impossible an expulsion of the vitreous. - 

5. These injections are absolutely indispensa- 
ble in intracapsular cataract extraction. 

6. They are also indicated in some less fre- 
quent conditions, as excessive blepharospasm 
and acute glaucoma when an iridectomy is to be 
done. 

Prof. Barraquer, of Barcelona, when 
in this country last year, practiced aki- 
nesia and his demonstrations impressed 
the writer with the advantage of this 
safety devise. The one drawback was the 
stitch taken to hold the lids together. 
This may be omitted, according to the ex- ~ 
perience of many operators. Barraquer 
makes the injection in three directions: 
along the lower orbital rim horizontally, 
up toward the brow, and downward to- 
ward the cheek. 

During the past year the writer has 
practiced akinesia with entire satisfac- 
tion according to Barraquer’s technic, 
omitting the suture. Tincture of iodin 
is applied to the skin; 1 per cent novocain 
is used, the injections going deep to the 
periosteum. A long needle is inserted 1 
centimeter back of the junction of the 
outer and lower orbital rims and passed 
in three directions, upward, nasalward and 
downward, 114 inches each, and with- 
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drawn slowly, the injection being made as 
the needle is withdrawn. Only one punc- 
ture is necessary, the direction of the nee- 
dle being changed under the skin. Two cu- 
bic centimeters of fluid is sufficient. The 
writer has made first a superficial injec- 
tion, in nervous patients, with a very 
small needle, thus avoiding the pain of a 
puncture with a large needle. Gentle 
massage spreads the fluid and hastens its 
paralyzing effect. If the injection is 
made within one or two minutes after the 
first instillation of cocain, there is no de- 
lay in beginning the operation as soon as 
the usual preparations are completed. 
The sense of security given by the 
knowledge that the patient cannot make 
forcible movements of his orbicularis is 
such that the writer feels that he will not 
be willing to do a cataract extraction 
again without this precaution. He is sat- 
isfied that four eyes have escaped damage 
by this means: one patient had paralysis 
agitans; two were badly frightened and 
could not control the movements of the 
eyes; and one had a slight hypertension 
which allowed spontaneous delivery of the 
lens as soon as the anterior capsule was 
opened without pressure’s being made on 
the eye. Additional lid pressure, in this 
nervous and very deaf patient, might eas- 
ily have brought vitreous also. 


If the speculum is discarded and lid 
elevators are used instead, there is even 
less possibility of pressure upon the globe. 
Vitreous loss is, of course, not the only 
disaster in operations which call for a 
large opening of the eye ball, but it is so 
frequent, and at times is so serious, a mis- 
hap that any measure which prevents it 
is of very great value and deserves to be 
adopted as a routine. The writer’ has 
seen no harm follow it. The paralysis is 
not complete and the lids can be gently 
closed. The continued relaxation for sev- 
eral days offers additional security in 
dressing the eye. There is no squeezing 
to break open a freshly sealed wound at 
the first dressing. This is a decided com- 
fort to those who have not the temerity 
to leave the eye closed for a week after a 
cataract extraction. The writer has had 
the lids come open, allowing the dressing 
to touch the eye only once,and that oc- 
curred in a patient whose lids were dis- 
torted by a long-standing blepharo-con- 
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junctivitis, due to dachryocystitis, and 
did not have perfect apposition. No harm 
resulted from this exposure. Vaseline 
protected the eye and a transient edema 
of the lower bulbar conjunctiva was the 
only result. Even the slight manipula- 
tion of placing one suture in the lids after 
cataract extraction complicates and de- 
lays the operation, and is to be omitted. 
The thought of the consequences of one 
spasmodic movement of the orbicularis 
between the completion of the incision 
and the dressing in a cataract extraction 
has robbed the ophthalmologist of more 
than one night’s sleep. In the practice 
of akinesia there is a means of prevent- 
ing one of the most serious and hitherto 
uncontrolled dangers in ophthalmic sur- 
gery. 
(2) Subconjunctival injection of co- 
cain, in addition to its instillation, serves 
to anesthetize the iris more profoundly. 
Two or three minims of the 4 per cent 
solution ordinarily used can be injected 
beneath the upper quadrant of the bulbar 
conjunctiva. The bleb raised can be mas- 
saged away until only a moderate edema 
remains. _ This is not a hindrance to the 
making of a conjunctival flap in the in- 
cision for cataract extraction and the va- 
rious glaucoma operations. On the con- 
trary it has seemed to be an advantage. 
The possibility of sudden jumping on the 
part of a patient whose iris is seized with 
a forceps renders this step somewhat haz- 
ardous if the iris is not well anesthetized. 
Various methods of introducing cocain 
into the anterior chamber have been used. 
The subconjunctival injection is equally 
effective and does not offer the extra risk 
of inserting an additional instrument into 
the anterior chamber. The most conspic- 
uous example of the virtue of this injec- 
tion is acute glaucoma when an iridec- 
tomy is to be done. Local anesthesia is 
practicable here if subconjunctival injec- 
tion of cocain is added. 


(3) Among the many surgical proce- 
dures in which local anesthesia has been 
substituted for general is the operation 
of enucleation of the eye. The first sur- 
geon to practice this, so far as the writer 
can discover, was Cocks, in 1884. He was 
followed shortly by our colleague, Dr. J. 
A. White, and numerous reports are to be 
found in the literature since then. For a 
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long time this was considered too painful, 
bY o such a tender as e eye confined, 


regularly. For several years the writer : 
has used general anesthesia only in the 

: é, eye, the necessity of restraining the “squeezer 
case of children and of adults with eyes runs like the motif of a Wagnerian opera. The 
which are very difficult to release from experienced Fuchs recommends the administra- 


adhesions to the orbital structures, as in’ tion of bromid half an hour before operation. 
Even Smith, with his cataract extractions num- 


panophthalmitis. The value of local an- 1 
esthesia in enucleations was first im- ered by the tens of thousands, gives from 100 
to 120 grains of bromid several hours before op- 


pressed upon the writer by a case of hem- 2 ation 
orrhagic glaucoma following trauma in The method of temporarily paralyzing the 
an elderly man who had a pyelitis with orbicularis is used by a number of ophthalmic 


hemorrhages from the kidneys. Ether surgeons with notably good results. Personally, 
I agree with Dr. Hill in preferring the use of 


was not safe in this case, and in many : “ : 
cases it would better be avoided. It is en- ‘me synthetic product, especially novocain, in- 
tirely possible to do a painl 1 stead of cocain, on account of the toxic qualities 

p painless enucl€a- 4¢ the latter. This does remove one source of 


tion if the usual instillation of cocain is danger, but even then one must not be lulled 
into false security concerning the patient’s abil- 


followed by injection of cocain about the 
muscle tendons and further injection of 1 ity to do harm. There always exists the poten- 
per cent novocain around the posterior tiality of contraction of the recti muscles and 
forcible movement of the eve or head. 
pole of the globe. Anesthesia of the rei ‘bl rig i 
iliary nerves is essential, and these are ee ee ee 
= ? to protect the patient against himself. ‘There- 
reached by means of a long curved nee- fore, it may not be amiss to mention the assist- 
dle, such as that used with an Anel’s syr- ance of some general Somoestins, al _, = 
inge. It is important to wait long enough gested drugs reduce muscular reflexes of a 
: ° kinds. Without a knowledge of the effect of 
3 “ai rrr to igs their a morphia upon the subject, its use before an op- 
ack of success with local anesthetics ration is not without danger from nausea and 
easily follows upon undue haste. A pre- vomiting. But where the patient is very nerv- 
liminary dose of morphia is a valuable certain that is 
i — _ we rne, a hypodermic injection of morphia, 
oo igaag to local anesthesia in enuclea % grain, odds much to the safety of the opere- 
_— tion, especially in glaucoma. In other persons 
with uncontrollable nerves, where the patient’s 
DISCUSSION idiosyncrasies are known, 1/150 grains of scopo- 
lamin with the morphia acts like a charm when 
Dr. W. H. Wilmer, Washington, D. C.—It has given forty-five minutes before operation. I have 
been truly said that in no surgical procedure is foynd this very efficacious in persons who were 
the surgeon more at the patient’s mercy than in so nervous that the eyes could scarcely be 
cataract extraction. To a lesser degree this is touched. In other cases where the use of mor- 
true of the other more serious operations upon  phia and scopolamin are not considered wise, 
the eye. This is due to forcible closure of the the use of codein grains 4% with bromid 20 grains 
eyelids, contraction of the recti muscles, sud- one-half hour before operation is very effective. 
denly looking too violently downward, and other All of these suggestions presuppose the gener- 
involutary movements of the eye or the head. ous additional instillation of a local anesthetic. 
As pointed out by Collins, it is very uncertain I also heartily approve of the second of Dr. 
that any vestigial remains of the choanoid, or  Hill’s suggestions, the subconjunctival injection 
retractor bulbi muscle, exists in man of today. of a local anesthetic. But here, too, I much pre- 
But it is very certain that there is at times a_ fer the use of 0.5 per cent solution of novocain 
return to the primitive attempt at eye protec- with adrenalin. Many persons present strong 
tion by a reflex contraction of the recti muscles idiosyncrasies to the use of cocain. I do not find 
as well as of the orbicularis. This has to be this true of the combined solution I have men- 
reckoned with in all operations in which the tioned. With a plentiful application, by instil- 
globe is opened. Pain, or the dread of pain, is lation, of a 1 per cent solution of holocain or 
the most fruitful source of these unfortunate butyn in addition to the subconjunctival injec- 
reactions. Therefore, we are indebted to Dr. tion, intra-ocular operations can be performed 
Hill for his very excellent description of his literally without pain. 
methods of producing a more profound local an- As there is wisdom in a multitude of coun- 
esthesia in ophthalmic operations. cillors, there is safety in a multitude of precau- 
tions to keep the patient from pain and the dan- 


Shakespeare laments the vulnerability of the 
eye when he exclaims: . ger of untoward movements. ? 
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Dr. William Tarun, Baltimore, Md.—I wish to 
mention the advisability of using gas. If we 
use gas it is remarkable how promptly the op- 
eration can be done, how promptly they awaken, 
and how satisfactory it is. If you have a good 
anesthetist you can take your time just as under 
a general anesthetic. Of course, it cannot be 
used in children under three or four years of 
age. 


Dr. S. B. Muncaster, Washington, D. C.—I 
have been using the subconjunctival injections 
of novocain in cataract extractions for about 
three years, and with success. 


Dr. Hill (closing).—These methods are not 
new, and the injection of the facial nerve is not 
a panacea. It is simply one aid, and a very ef- 
ficient aid. It does not by any means do away 
with the possibility of trouble. I am glad Dr. 
Wilmer mentioned that point. 


TREATMENT OF CERTAIN FORMS 
OF ASTHMA BY REMOVING OB- 
STRUCTIONS OF THE UPPER 
RESPIRATORY TRACT* 


By E. L. PosEy, M.D., 
Jackson, Miss. 


There are certain ailments to which 
human flesh is heir that are produced by 
well known agents. If a case of typhoid 
fever or diphtheria is reported, the eti- 
ology, pathology, treatment and progno- 
sis enter the physician’s thoughts. There 
are other ills which when mentioned mean 
but little from a pathological standpoint. 
Certain forms of asthma come under this 
head. It shall be my purpose in this 
short paper to speak of that type of 
asthma with a known etiology and give 
a brief report of some cases that have 
come under my care. 


As to the etiology of asthma, many 
causes have been given. I shall consider 
a few of these before reporting the cases. 

The local predisposing cause may be 
any form of irritation in the nose or phar- 
ynx, hypertrophy of the nasal mucous 
membrane, adenoid growths or hypertro- 
phied tonsils. The exciting cause is usu- 
ally some infection of those abnormal 
structures or of the mucous membrane of 
the bronchi. Under those circumstances, 
therefore, the paroxysm is often excited 


*Read in Section on Eye, Ear, Nose and Throat, South- 
ern Medical Association, Seventeenth Annual Meeting, 
Washington, D. C., Nov. 12-15, 1928. . 
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by exposure to high winds, dust, cold and 
damp air. The asthmatic symptoms pro- 
duced usually last only so long as the in- 
fection. They are incidents in the infec- 
tion. Attacks so produced generally oc- 
cur only in small children and tend to — 
cease with advancing age. The type of 
asthma seen in older children is much like 
that of adults and is infrequent in the 
first few years of life. These types de- 
pend largely upon the sensitiveness to 
some foreign protein. This is a phenom- 
enon closely allied to anaphylaxis. 


Asthma frequently occurs in children 
who in infancy have suffered from ec- 
zema, which is also often a manifestation 
of hypersensitiveness. The proteins to 
which asthmatic patients are sensitive 
are very numerous. Before it can be as- 
sumed that any protein is etiologically 
important in a given case of bronchial 
asthma, sensitization must be demon- 
strated by local cutaneous reaction. After 
the offending protein is disclosed in this . 
manner the rational procedure is to with- 
draw it. If this is not practicable spe-' 
cific desensitization should be instituted 
and results carefully observed. The cu- 
taneous test is employed and is the one of 
preference by most men doing this work. 
A number of tests may be necessary in a 
given case, but the task of working these 
tests may be expedited by the use of the 
group tests. These include food, pollen, 
bacterial and dust proteins. In a study 
of over 600 cases of bronchial asthma 
Walker found 300 patients sensitive: sev- 
enty-four, or 12 per cent, to food; 60, or 
10 per cent, to bacteria; 100, or 16 per 
cent, to animal emanations; and 66, or 11 
per cent, to pollen. 


Food is the chief cause of asthma in 
infants. With the onset of asthma after 
the period of childhood food plays a mi- 
nor role. More than half of the epider- 
mal sensitizations are due to horse hair 
and dandruff. Rabbit hair found in pik 
lows and mattresses is also responsible for 
a great number. Post-seasonal pollen 
asthma is not always due to secondary in- 
fection. Protein pollen intoxication is the 
cause in some cases and treatment with 
pollen extract clears up the asthma. 


About half of the patients seen have 
bacterial asthma. The proteins of staphy- 
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lococcus albus and streptococcus viridans 
occur in the order given. 

The variations of reported cases by va- 
rious workers may be accounted for by 
the difference in technic and interpreta- 
tion of tests, preparations and number of 
proteins used, locality, occupation, age, 
and nationality of the patient and of on- 
set and duration of asthma. 

Occupation may have a direct relation- 
ship to the cause of asthma. A thorough 
history and physical examination are nec- 
essary accompaniments to a complete se- 
ries of cutaneous tests in fixing the re- 
sponsibility for paroxysmal dyspnea. 

Many infants have been found to be 
suffering from enlargement of the thy- 
mus gland, which responds most satisfac- 
torily to the proper treatment. 

It is not the intention of this paper to 
deal extensively with the cause and treat- 
ment of the various forms of asthma, but 
more particularly with that type which 
has in evidence a marked pathology of 
the upper air passages. Therefore, I 
shall confine the remainder of this paper 
largely to the correction of the patholog- 
ical findings. 

I shall speak first of the respiratory 
embarrassments caused by enlarged thy- 
mus gland. According to Cunningham, 
the size of this gland varies relatively 
and absolutely with age, sex and nutri- 
tion, being relatively largest in infancy; 
absolutely largest at puberty; larger in 
females and the well nourished than in 
males and the emaciated; larger in 
hearty adults accidentally killed; and 
small in persons, even children, who have 
died of slow wasting disease. It is im- 
possible to say what should be the normal 
dimensions of the gland at the various 
ages. In some newborn babes it weighs 
as little as two or three grams. In others 
as much as twelve to seventeen grams. 
At puberty it may be difficult to find or 
weigh as much as forty grams. The shape 
of the gland varies with its size and the 
age of the individual. In infants with 
short thoraces it is broad and squat. The 
location of the gland is significant. It is 
located in the superior and anterior medi- 
astinum. It is connected by fibrous tis- 


sue strands to the tunica propria of the 
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thyroid gland. It is apparent that an en- 
largement of the gland will affect normal 
respiration. 

I wish to report briefly three cases that 
have come under my observation during 
the past three years, each different from 
a clinical standpoint. 


Case I.—A negro child, male, age 4, was 
poorly nourished and underweight. 

The family history showed the father living 
and in good health. He had a positive history of 
syphilis. The mother died one year previously of 
tuberculosis. 

The past history was unsatisfactorily obtained 
except that he had had measles, smallpox, and 
whooping cough at six months. 

Present IlIness.—During the attack of whoop- 
ing cough, which was severe and prolonged, 
breathing was labored throughout and several 
times the patient was thought to be dead. At 
intervals since then respiration has been poor. 
One week previously the grandmother had been 
awakened at night by the patient’s efforts to 
breathe. In her own words the grandmother 
said: “He had to fight for breath.” This con- 
tinued until the following day when a physician 
was called. A clinical diagnosis of diphtheria 
was made and antitoxin was administered. No 
improvement was noticed. The next day anti- 
toxin was again administered and each day aft- 
erward until the patient was brought to me. 

Physical examination showed the following: 

Chest.—Numerous rales and wheezing sounds 
were heard throughout lungs. Increased dull- 
ness was found around the parasternal region. 
The heart was normal in size, location and 
rhythm. 

Enlarged glands of the neck were noted. 

Abdomen.—No masses or tender areas were 
detected. 

Head.—The teeth were in poor condition. The 
tonsils were large. There was no evidence of any 
membrane in the throat. 


Temperature was 98.4°. 

Laboratory report of the urine showed nothing 
abnormal, but there was a positive Wassermann. 

X-ray report showed enlarged thymus gland. 

Treatment.—X-ray and antisyphilitic treat- 
ment were instituted. The first application of 
x-ray produced a marked improvement. These 
treatments were given weekly for four weeks. 
At the end of that time the patient’s breathing 
was normal and the gland showed a marked re- 
duction in size. Antisyphilitic treatment was 
kept up for several months. The patient was 
seen twelve months after the last application of 
x-ray and to all intents was all right. No plate 
was made at that time, but percussion failed to 
show any increased dullness over the thymus 
gland. 

Case II,—A white male child, age 3, with a 
history of a chronic malarial infection and re- 
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curring attacks of asthma, especially at night. 
He had been given antitoxin upon three occa- 
sions with no improvement. 


Family History.—The father, mother and two 
brothers were living and well. There was no his- 
tory of cancer, tuberculosis or syphilis. 


Past History—He had had mumps, whooping 
cough and scarlet fever. At the age of three 
weeks his mother noticed that his breathing was 
labored. The family physician was consulted 
and he stated that the trouble was due to a 
“cold” and would clear up presently. He gave 
the child something for the cold. There was a 
slight improvement for a few days, but soon 
another attack came on which was worse than 
the first. There had.been a repetition of these 
attacks with short intervals of apparently nor- 
mal breathing up to one month previously. At 
that time the patient’s breathing became so poor 
at night that a physician was called. A diag- 
nosis of diphtheria was made and antitoxin was 
given. No change was noted the following day 
and another dose of antitoxin was administered. 
This was repeated for four days, at which time 
a slight improvement was noted. One week pre- 
viously the patient had another attack, which 
was worse than the one just mentioned. A dose 
of antitoxin was given and a mild anaphylaxis 
followed. That seemed to aggravate the trouble. 
In addition to the above, a history of recurring 
malarial attacks was obtained. 

Physical Examination.—This showed an en- 
largement of the spleen and thymus. There 
bss rales and wheezing sounds throughout the 
ungs. 

X-ray findings confirmed the diagnosis of thy- 
mus enlargement. 

Laboratory report of the blood was positive 
for malaria and there was a negative Wasser- 
mann. There were no urinary findings of any 
importance. 

Treatment consisted of x-ray and antimalarial 
therapy. X-ray application was made once 
weekly for four weeks. There was considerable 
improvement after the first x-ray application. 
There has not been another attack of asthma 
since that treatment was begun. The patient 
has improved in weight and is apparently in 
perfect health. There is now no evidence of any 
= enlargement and the breathing is nor- 
mal. 


Case III.—This case was a child of 4 years, 
with a history of difficult breathing since birth, 
with attacks of asthma coming on at intervals. 
These attacks nearly always occurred at night. 
The patient had never learned to walk or talk. 
He was over-developed physically in every way. 

When I saw him my first thought was of 
laryngeal diphtheria. A history was_ ob- 
tained which eliminated this. There was an en- 
largement of the glands of the neck, axilla and 
inguinal regions. Physical examination of the 


chest revealed an enlarged thymus gland. The 
other findings usually accompanying an asth- 
matic attack were present. 


X-ray treatment was instituted with marked 
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improvement after the first application. In ad- 
dition to this, the glandular products were given. 
The attending physician administered the treat- 
ment every fourth day for two applications and 
once weekly for four weeks. This doctor quite 
recently reported that the patient had been free 
from asthma and had improved mentally to such 
a — that occasionally he is now able to speak 
words. 


Cases IV and V.—There were two other cases 
with histories of recurring attacks of asthma, 
ages 3 and 5, respectively. With the exception 
of occasional attacks of tonsillitis their past his- 
tories were negative except for asthma. Both 
had large tonsils which were infected and they 
had hypertrophied adenoids. No other cause 
for asthma could be located; and, as the tonsils 
were diseased, it was thought best to remove 
them with the hope of helping the asthma. These 
operations were done more than one year ago 
and the patients have had no evidence of asthma 
since then. 


Case VI.—A male, age 36, who was a lawyer 
by occupation. 

Family History.—This was of no importance 
as regards the present trouble. 

Past History—He had had the ordinary dis- 
eases of childhood. When sixteen years of age 
he had a severe “cold,” which lasted unusually 
long and was accompanied by intense headache. 
This headache persisted for a long time and was 
relieved some six weeks after the onset by a 
purulent discharge from the right side of the 
nose. This discharge kept up for some time. .A 
few months after the discharge stopped the pa- 
tient had an attack of asthma which lasted for 
three days. Another attack came on within a 
few months. The patient had had these attacks 
from that time on. Colds and exposure to dust 
always precipitated and aggravated an attack. 

Present Illness.—In October, 1922, the patient 
took a drive on a dusty road and the following 
night the usual attack of asthma came on. This 
was the most severe attack. The patient was 
confined to his room and bed for three months. 

When called to see this man I found him in a 
sad plight. He had been able to sleep’ but little 
for three months and had eaten very poorly. 
The attending physician had gotten the history 
and suspected some sinus involvement. 

An examination of the nose showed the pres- 
ence of numerous polypi. 

X-ray plates showed that the ethmoid cells 
were cloudy. 

Treatment consisted of removing the polypi 
and breaking down and curetting the anterior 
and posterior ethmoid cells. This operation 
was done in December, 1922, and the patient has 
been free from asthma up to the present time. 

Case VII.—A female, age 21, was a school girl. 

Family History.—Her father, mother, and one 
sister were living and well. There was no his- 
tory of cancer or tuberculosis. 

Past History.—She had had the ordinary dis- 
eases of childhood and recurring attacks of asth- 
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ma since twelve years of age. The attacks oc- 
curred more frequently during the winter 
months and during dusty periods. She was un- 
able to attend school the previous winter be- 
cause of asthma. The attending physician 
thought the patient’s teeth and tonsils were 
causing the trouble and advised their removal. 
That advice was taken, but no improvement was 
noticed after their removal. 

Physical Examination—The lungs revealed 
the findings that one would expect in an asth- 
matic of eight years’ duration. The heart 
showed no murmurs. The apex was in the fifth 
interspace. The abdomen was negative. 

The patient wore upper and lower dental 
plates. The tonsils and pillars were absent. 

The right nostril was normal; the left infe- 
rior turbinate was enlarged to the extent that 
the patient was unable to breathe through the 
left nostril. The turbinate looked very much 
like a large overripe strawberry. All other 
tests for asthma were negative; and as this tur- 
binate was interfering with respiration, the pa- 
ri was advised to have it removed, which she 
id. 

The submucous resection was done under local 
anesthesia in September, 1922, and there was an 
uneventful recovery. 


The patient entered school two weeks later 
and did full work, completed the session, re- 
entered school in September of this year, is go- 
ing ahead with her work and has had no recur- 
rence of asthma. Her health is better than ever 
and she weights twenty-five pounds more than 
ever before in her life. 


Case VIII.—A male, age 28, and by occupation 
a farmer. 

Family History—His father, mother, two 
brothers and one sister were living and well. 
There was no history of tuberculosis or caneer. 

Past History—He had the diseases of child- 
hood and typhoid fever at the age of 12 years. 

Present Illness—When the patient was 18 
years of age his nose was broken during a fist 
combat. Six months afterward he had his first at- 
tack of asthma, which came on during a very 
dry and dusty season and lasted for eight days. 
Two months later a second attack occurred, this 
one more severe than the first. After that time 
the patient had from six to eight attacks each 
year. Dust and exposure to cold seemed to pre- 
cipitate them. 

Physical Examination—This was negative 
except for a nasal septum which was markedly 
deviated to the left, and occluded the left nos- 
tril. 

Treatment.—He was advised to have a sub- 
mucous resection. The operation was done ten 
months ago and recovery was prompt and un- 
eventful. 

The patient has been free from asthma since 
then, and although there has been very much 
dust at times, there has not been the slightest 
symptom of the old trouble. 


In reporting these cases, I do not mean 
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to leave the impression that all cases of 
asthma are due to respiratory obstruc- 
tions, and that removal of these will offer 
cure in all instances. I realize the im- 
portance of the hypersensitiveness of the 
proteins in asthmatics and the pleasing 
results obtained by the internist and pe- 
diatrician in this field. But when a case 
presents itself with definite pathology of 
the respiratory tract, it is well to investi- 
gate it and remove the pathology if one 
feels reasonably sure that these obstruc- 
tions enter into the etiology of the condi- 
tion. 


DISCUSSION 


Dr. Edward A. Looper, Baltimore, Md.—In 
the past few years too little attention has been 
given to the influence of obstructions and focal 
infections in the upper respiratory tract upon 
the production of bronchial asthma. We hear 
so much about the numerous pollen reactions 
and various food protein sensitizations these 
days that many lose sight of the fact that ab- 
normalities and infections in the nose and throat 
play an important role in the etiology of this 
disease. If the patient should react to some 
specific protein or pollen it does not mean that 
his treatment should be limited to that particu- 
lar feature alone, but in all cases of asthma a 
careful examination of the nose and_ throat 
should be made. If obstructions are found they 
should be removed. If infected areas are discov- 
ered, they should be eliminated. 

The nose has an important physiological func- 
tion to perform in preparing the air for the 
bronchi and lungs. The air must be warmed, 
moistened and filtered. If this function is inter- 
fered with by some obstruction, as hypertro- 
phied turbinates, a deviated septum, or enlarged 
adenoids, the unprepared air becomes much more 
irritable to the hypersensitive mucous mem- 
brane which is so often found in these cases, the 
paroxysms being accentuated and made more 
frequent. So every effort should be made to get 
the nose as nearly normal as possible. 

Focal infections in the tonsils, adenoids, si- 
nuses and teeth are very common causes of 
asthma, and in every case very careful exam- 
ination should be made of those structures. 


More often these cases are first seen by an 
internist, and it frequently happens that insuf- 
ficient attention is directed to the nose and 
throat. Often considerable trouble and expense 
could be saved the patient if, as a routine pro- 
cedure, the nose and throat were the first to be 
investigated. 

A case in point coming under my observation 
was a child 13 years of age who had been the 
rounds of physicians. He had been given nu- 
merous pollen tests; food reactions had been in- 
vestigated and special diets outlined; and vac- 
cines had been tried, but still his asthma per- 
sisted. I found a definite infection of the left 
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antrum which cleared up after simple puncture 
and irrigation, and there has been no recurrence 
of the asthma. 

Another very similar case was a boy, aged 7, 
who had been through about the same procedure 
without relief of symptoms, until a polyp was 
removed from his left antrum. Since that time 
he has been free of asthma. 


Children respond readily to treatment if the 
cause is found early and removed before there 
is a definite sensitization of the tissues. The 
relation of nasal polyps in adults to some cases 
of bronchial asthma has long been associated. 
Degenerated polypoid tissue, and disintegrating 
purulent exudate from chronically infected si- 
nuses, is rich in protein material, which in itself 
is capable of producing anaphylactic phenomena, 
independent of toxic reactions resulting from 
various infecting organisms, 


Dr. C. A. McWilliams, Gulfport, Miss.—I only 
wish to call the attention of the Section to the 
enlarged thymus gland, which heretofore has 
been recognized more post mortem than ante 
mortem. As a rule most of these cases hereto- 
fore have been operated for tonsils and adenoids, 
with fatal results. But we all know there is a 
direct connection between the nose and the bron- 
chial tubes, as Dr. Coakley brought out in his 
paper yesterday. The main thing in this con- 
nection is to notice, especially in older people, 
that the nasal symptoms are not really a cause 
of the asthma, but are a part of the disease. 


Dr. Homer Dupuy, New Orleans, La.—We all 
know that asthma is a protein sensitization pre- 
senting anaphylactic phenomena. I agree with 
the essayist that pathology such as paranasal 
sinus disease is an exciting factor, but I must 
disagree when he classifies the enlarged thymus 
gland in the category of asthma. Enlarged 
thymus is a distinct entity, with a different 
causation. It is true it does imitate asthma, its 
enlargement presses upon the trachea, giving 
rise to rales that imitate asthma phenomena, but 
it should not be classified as asthma. It is a 
distinct disease with a distinct etiology. 


The Doctor has been most fortunate in ob- 
serving three cases of enlarged thymus, and he 
is to be congratulated upon the results obtained 
with x-ray therapy. However, we should cer- 
tainly go on record as differentiating pure asth- 
ma, a protein sensitization, from thymic en- 
largement, a distinct entity. 


Dr. G. T. Brown, Washington, D. C.—I find it 
a great help in my work to classify asthma cases 
according to two types: typical bronchial or 
spasmodic asthma that can be found sensitive 
to some form of protein; and the other type, the 
asthmatic bronchitis or non-sensitive type. I 
believe a considerable percentage of these so- 
called non-sensitive cases is also due to some 
form of protein sensitization, and that we have 
merely failed to detect the offending protein. 
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How are we going to differentiate between the 
non-sensitive individual and the protein-sensitive 
individual? There is no absolute guide, but there 
are some helpful pointers, and the first is age 
of onset of the disease. Asthma due to sensiti- 
zation nearly always comes on before the age 
of forty. Asthma that begins after forty is al- 
most sure to be non-protein in nature, although 
I have seen patients at sixty apparently develop 
sensitization. 


Another point is the presence or absence of 
acidophilia, both in the sputum and in the blood. 
The presence of acidophilia is very suggestive 
of protein sensitization. 

Another point is the manner in which the at- 
tacks come on. Asthmatic bronchitis begins with 
coughing. They go to bed well and waken in the 
early morning with a coughing spell. In the 
sensitive type of asthma, shortness of breath 
precedes the cough. 


I agree that thymic, cardiac or renal dyspnea 
should not be called asthma, and I believe the 
day is not far off when nothing will be called 
asthma except those cases due to some form of 
sensitization. 

The essayist touched upon the question of bac- 
terial sensitization. The cases that are sensitive 
to food, animal epidermal and pollen proteins 
are very definite, and I believe 90 out of 100 can 
be cured by elimination of the offending foods 
or by removing the offending proteins from their 
environment and by specific protein therapy. 
But what about the non-sensitive cases? For 
several years I have been trying to work out a 
way to handle these cases somewhat different 
from the use of stock vaccines or surgery. 
have seen cases that were relieved by surgery, 
but I think the study of the case should not only 
include careful nose and throat examination and 
general physical examination, but every asth- 
matic should be studied from the viewpoint of 
protein sensitization. 

Coming back to asthmatic bronchitis cases, 
how are we going to find what bacteria they are 
sensitive to? A common way of treating these 
cases is to give them stock vaccines. I am op- 
posed to that. If we cannot find them sensitive 
to food, animal epidermis or pollen, I test them 
with polyvalent bacterial proteins prepared 
from different strains, and when I get a reaction 
I attempt to isolate that same organism in the 
patient’s secretions. If I am able to do that, it 
checks up fairly well, and I have seen such cases 
completely relieved of asthma in about three 
treatments. If he does not react I culture the 
sputum and the throat and nasal secretions, iso- 
late the organisms and make intradermal tests, 
using normal saline with a trace of agar as a 
control. Then if in twenty-four hours there is 
a reaction I select that organism for treatment. 
In this way I get two out of three non-sensitive 
cases well. In the sensitive cases I believe 90 
out of 100 can be cured. 
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URINARY CALCULUS 


If future investigations confirm Hun- 
ner’s! views of the relationship of ureteral 
stricture to the formation of ureteral and 
renal calculi, those primarily interested in 
the etiology of this pathological condition 
will be obliged to give more attention to 
the factor of drainage than has been the 
case in the past. To the victim of this dis- 
ease and to the clinician these findings will 
mean a great advance in therapy. 

According to the generally accepted 
views of the formation of urinary calculi, 
there is in every stone a matrix, or frame- 
work, of some organic material, such as 
mucin, urochrome, albumin or fibrin, upon 
which as a skeleton is deposited the pre- 
cipitated urinary salt. Every crystal 
forming in the urine has an organic (col- 
loid) skeleton. Crystals such as uric acid, 
calcium oxalate and triple phosphate are 
usually reversible, that is, they go into so- 
lution again if the containing fluid is not 
saturated with the salt. Some of the col- 


1. Hunner, Guy L.: Ureteral Stricture: Report of Un- 
usual Cese, Illustrating Influence on Formation of: Uri- 
nary Caleuli and on Recurring Caleu'i. J. A. M. A., 
1924, 82, p. 509. 


No.7 


July 1924 


loids, such as mucin and urochrome, are 
also reversible, and when these form the 
groundwork of a stone, it is possible for 
such a stone to be dissolved. Thus, in the 
“uric acid infarct” of the infant’s kidney 
there is a deposit of uric acid around a 
urochrome foundation; and a thorough 
flushing may result in a dissolution of the 
stone. 

According to Schade,” the determination 
of permanent calculi depends upon the 
presence of an irreversible colloid as the 
organic framework. Such _ irreversible 
colloids as albumin and fibrin are not 
found in normal urine. Some injury to 
the kidney or ureter resulting in the se- 
cret’on of albumin or the exudation of 
fibrin would furnish the irreversible col- 
loid as a potential framework for the col- 
lection of urinary salts entering into the 
nucleus of a calculus. 

Ureteral stricture is considered by 
many workers one of the most frequent 
lesions of the urinary tract. It may be 
seen that the narrowing of the ureteral 
lumen caused by stricture eventually leads 
to urinary stasis of an intermittent or per- 
manent character. 

The frequent occurrence in stricture 
cases of albuminuria or hematuria is evi- 
dence of kidney damage as a result of the 
stasis. Infection of the urinary stream 
is found, according to Hunner, in about 
twenty per cent of all ureteral stricture 
cases. Some of these infections may occur 
concomitantly with the primary one that 
invades the ureteral wall and lays the 
foundation for the stricture, but it is prob- 
able that most of them are secondary and 
due to the stasis. 


Many writers believe that damage to the 
kidney from infection is essential to the 
formation of stone, but there are so many 


2. Schade: Beitrage zur Konkrementbi'ldung. Munch. med. 
Wehns-hr, 1909, xvi, 1, pp. 3-7 and 77-80. 
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urinary calculi found associated with ster- 


ile urine that this question is still unset- 


tled. Ureteral stricture is for the most 
part dependent upon a distant focal infec- 
tion, and it is likely that in a certain pro- 
portion of cases the kidney tissues are 
subjected to repeated injury by toxins or 
micro-organisms from the same source, 
and that the albumin and blood found in 
these stricture cases may be due either to 
this direct injury to the kidney or to the 
injury from the back pressure. Stone 
formation would also be favored by such 
direct renal injury. 

Other factors commonly considered in 
the etiology of urinary calculus are de- 
fects of metabolism, as found in sufferers 
from gout, and in the rare subjects of 
xanthinuria and cystinuria, errors of diet, 
water containing an excess of calcium 
salts, a deficient intake of plain water, cli- 
matic conditions (it is probable that para- 
sitic infections play an important role in 
the hot lowlands of the Orient) and trau- 
matic injury. Whatever the quantitative 
or qualitative changes in the colloids and 
inorganic elements of the urine leading 
to the formation of crystalloids, it seems 
reasonable to suppose that stasis of the 
urinary stream may be a most potent fac- 
tor in the abnormal fusion of such crystal- 
loids and in their retention as nuclei for 
larger stones. An analogy is found in the 
frequent occurrence of bladder calculi in 
males of advanced age where urethral and 
prostatic obstructions are probably the 
chief factors. 

If Hunner’s claim that most ureteral 
and renal calculi are associated with ure- 
teral stricture is eventually proven to be 
true, then theory will play an important 
part in therapeusis, and the following im- 
portant therapeutic conclusions are justi- 
fied: 


The occurrence of ureteral and renal 
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calculi may be greatly lessened by the 
early recognition and proper treatment of 
ureteral stricture, including the eradica- 
tion of areas of focal infection. 

The treatment of ureteral stone is 
largely a problem of dilating the channel 
around, and especially below, the stone 
sufficiently to allow its dislodgement and 
passage into the bladder. If the size or 
shape of the stone necessitates surgical 
interference, care should be used at the 
operation to dilate not only the stricture 
above which the stone lies, but other in- 
filtration areas above or below it. A sys- 
tematic after-treatment may be necessary 
to insure the permanency of an adequate 
channel. It is imperative also in kidney 
stone that a fluoroscopic examination or 
x-ray plates be made at operation before 
the incision is closed to determine posi- 
tively whether or not all of the particles 
of stone have been removed. 


One should never operate for a stone in 
the kidney until adequate ureteral drain- 
age has been established from below. In 
an emergency procedure for removal of a 
renal calculus, the ureter should be dilated 
from the kidney to the bladder at the time 
of operation. 


Ureteral stricture is bilateral in most 
instances, and hence the preparation for 
operation upon a unilateral kidney stone 
should include the preliminary dilatation 
of both ureters. This places the patient 
in far better condition for the operation 
and lessens the likelihood of stone forma- 
tion in either kidney after the operation. 

In patients who have had one or more 
operations for stone in one or both kid- 
neys, and again present themselves with 
recurring stone, the problem is often one 
of establishing good ureteral drainage 
rather than one of further operation. 

In the aged and in those with advanced 
destruction of both kidneys by stone the 
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problem is often merely that of establish- 
ing good drainage by bilateral ureteral 
dilatation. 

With numerous exceptions depending 
upon the size and position of the stone, it 
is probable that in the future the problem 
of urinary calculus will be considered as 
one primarily of drainage, realizing that 
the ureteral stricture with its resultant 
stasis is more injurious to the kidney than 
the mere presence of a non-blocking stone. 


DR. WILLIAM D. HAGGARD, PRESI- 
DENT-ELECT OF THE A. M. A. 


At the Chicago meeting of the Ameri- 
can Medical Association in June, Dr. Wil- 
liam David Haggard, of Nashville, Tenn., 
was made President-Elect. This honor 
falls to one of the best known members 
of the Southern Medical Association. 

Through his contact with the profes- 
sion as Professor of Surgery at Vander- 
bilt University, through his extensive 
practice, and through his writings, Dr. 
Haggard has exerted a wide and beneficial 


* influence upon the surgery of the South. 


He served with distinction in the World 
War on both sides of the Atlantic, rose 
to the rank of Lieutenant Colonel in the 
Medical Corps, and was a member of the 
Advisory Board of the Surgeon-General’s 
Office. 

For ten years, from 1910 to 1920, Dr. 
Haggard was a member of the Council on 
Medical Education of the American Medi- 
cal Association and in 1917 he was Chair- 
man of the Section on Surgery. He is a 
member of the American College of Sur- 
geons. In the South he is best known for 
his connection with the most select sur- 
gical organization in the world, namely, 
the Southern Surgical Association, which 
he served as Secretary for thirteen years, 
and as President in 1917. 


WILLIAM D. HAGGARD, M.D., F.A.CS., 
Nashville, Tenn., 


President-Elect, American Medical Association. 

Dr. Haggard is in every way worthy of 
the high honor which has been bestowed 
upon him and will be a credit to the South 
and to the Nation. He is easily one of 
America’s foremost surgeons and is a man 
whose exceptional ability and dominating 
personality at all times command respect. 


SEE NEW ORLEANS WITH SANDY 
Members of the Association are no 
doubt already thinking of New Orleans, 
November 24-27, the place and the time 
for the next Southern Medical Associa- 
tion meeting. In addition to its wonder- 
ful hospitals and clinical facilities and its 
great medical school, things that interest 
the scientific side of a physician’s life, 
there is much of romance and much to 
stir one’s patriotism in that great city. 
In this issue, immediately following this 
editorial, begins a series of four very 
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short articles entitled “Sandy Sees New 
Orleans.” It gives a charming glimpse of 
the romance of old New Orleans. And one 
should not miss the others which will fol- 
low editorials in the next three issues of 
the JOURNAL. Sandy has seen New Or- 
leans at its best and at its worst. Heisa 
physician, too, and so it will be interesting 
to visualize it with him in this series and 
then go to New Orleans in November and 
see it as Sandy has been picturing it. 

New Orleans, “The Crescent City,” 
awaits with keenest pleasure the coming 
of the Southern Medical Association. 


Our Convention City 


SANDY SEES NEW ORLEANS 


ROMANCE 

The fragrance of jasmin and magnolia fills the 
air. The moss, festooned from the branches of 
the old oak trees, swings lazily in the breeze, 
which ripples the surface of the bayou. Ro- 
mance beckons; hearken to the call! Hie you 
to the Vieux Carre, the center of the French 
Quarter where Bienville, in 1718, founded New 
Orleans, establishing the seat of government 
there in 1822. 

But mark you, visit not with the curiosity of 
the barbarian; enter rather as the devotee to the 
shrine of Romance. As you would gaze with 
narrowed lids upon a masterpiece to gain a hazy 
perspective, so visit the temple of a gone but not 
forgotten past. See it not as it is today, al- 
though it is still redolent of its past, but people 
it with courtiers in buckled slippers and silken 
hose, hurrying slaves, and lackeyed coaches, 
reigned over and honored by the loveliest product 
of its time, the Creole lady, born an aristocrat, 
nurtured a lady. 

Which place shall we visit—the Cathedral, the 
Cabildo, the Pontalba Buildings, Jackson Square, 
the Napoleon House, the Absinthe House, the 
hundreds of courtyards, or the French Market 
and multitudinous places too numerous to men- 
tion? 

Why select any particular place in this area 
which time has mellowed and memory hallowed? 
Better would it be to steep ourselves in its at- 
mosphere and ramble aimlessly into any of these 
memories of the past, the Napoleon House built 
to receive Napoleon Bonaparte, then a prisoner 
at St. Helena; the Cathedral built by Don Almo- 
naster y Roxas; the Jackson Square, the old 
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Place d’Armes, where society met in the evenings 
and where troops were mustered; the Cabildo, 
built by Don Almonaster over the site of the first 
prison and guard house in New Orleans. You 
may stray into any place, and if the gods smile 
upon you and lift from your mind’s eye the veil 
of today, wipe out the squalor that age has writ- 
ten over some of these treasures of the past, you 
will feel and live in an age of chivalry and ro- 
mance. 

Note’ the old Jackson Square with its eques- 
trian figure of General Jackson, the verdant 
flower beds, its stone walks and black iron fence. 
Time has passed its softening hand over this old 
Place d’Armes, and during its more than two 
hundred years has smiled and frowned, and 
smiled again, leaving with every changing mood 
an altered front. 

Here was the cradle of New Orleans, her pio- 
neers dug, entrenched and homed around it. 
They constructed their moats and ramparts here 
to repel the encroaching Indians. Here the troops 
were marshalled and the people gathered in their 
daily life. Here coquetry, romance, chivalry, love 
and hatred held sway while New Orleans grew 


The Cabildo 


into swaddling clothes. Here Louisiana changed 
allegiance from France to Spain, then from 
Spain to France, and finally from France to the 
United States. The influence of these changes is 
nowhere more patent and visible than in this 
lace and lavendar chest of memory, bounded by 
the old Cathedral, the Cabildo, the Arsenal, the 
Pontalba Buildings and the Mississippi River. 
The Pontalba Buildings typify the Spanish 
Grandee’s opulence brought to its highest pitch 
in the old Cathedral of Don Almonaster. Travel 
here with veneration as you are entering the 
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portals of human love and loyalty, love and loy- 
alty which give, and give to their adopted land. 
When you have grasped this spirit, peer into 
this realm. Here is the old Cabildo, on the south 
side of the Cathedral erected, in 1795, by Don 
Almonaster y Roxas, on the site of the former 
guard house and prison. Go into the sala capit- 
ular, which is the large room on the second floor, 
and you will find today the same floors put 
down by the artisans of the Eighteenth Century. 
Our late war has freshened in our memories the 
ame of Lafayette. The boards which are now 
beneath your feet were once trod by this same 
hero. Our debt to France, which we so gallantly 
paid during the late war with the bodies and 
blood of our sons, finds mute evidence in the 
echo of our tread. This old building with its 
thick walls and Spanish windows housed the first 
Protestant church in Louisiana. It has served 
as City Hall, Supreme Court, and even tempo- 
rarily as a fortress. It has been the mother of 
New Orleans during its growth to maturity. Do 
you wonder that it is hallowed? 

Ramble through the Square; go into the Cathe- 
dral; stop in the old French Market, where the 
Indian squaws once sold herbs, sassafras, and 
gumbo file; where the artisan, yea, the lawyer, 
the physician and the priest stopped each day 
for his cup of coffee, the coffee which has made 
New Orleans famous. As you ramble, the shade 
of George Cable or Lafcadio Hearn will take you 
by the hand and with the necromancy of the 
Swami will project you into a mental world the 
memories of which will live with you ever after- 
ward. 

The shades of night are suddenly heralded by 
a flare of light. Gone in a twinkling are the 
host of wondrous folks. You look in vain for 
the sparkling eye and the flashing sword. The 
city’s electric current, in assuming its function 
of making light the night, has broken the spell. 
What an anachronism! 

We stroll along. Up Chartres Street we roam 
through the wholesale district, flashes of mem- 
ory calling us back with promises of more do- 
mains to be explored. Heedlessly feet speed on 
while memory revels in nebulous fancy. What 
manner of man was Lafitte? Who was Bras 
Coupe? Where did Iberville .................... 

Noises, life, activity, automobile horns, show 
windows, Canal Street teeming with life of today, 
and as we dodge a taxi, whose chauffeur be- 
moans his luck at having missed us, we feel with 
Francois Villon “Where are the snows of yes- 
teryear?” 

SANDY. 


(To be continued) 


SOUTHERN MEDICAL JOURNAL 


July 1924 


Correspondence 


BABIES BORN WITH TEETH 


Editor, SOUTHERN MEDICAL JOURNAL: 

I have just received the June number of the 
JOURNAL and note the case reported by Dr. C. L. 
Horton of a baby born with six teeth. 

In August, 1919, I delivered a white woman, 
age 23, of an eight-pound male baby that had 
four upper and four lower incisors. They were 
well formed, with the enamel producing the fa- 
miliar sound of snapping when the lower jaw 
was brought up with a little force. 

The baby had congenital amputation of the left 
arm midway between the elbow and shoulder and 
also of the right leg midway between the knee 
and hip. It was still-born at term. 

Haller, of England, some time ago collected 
nineteen cases of babies born with teeth. Some 
of the ancient celebrities of Europe are supposed 
to have been born with teeth. Louis XIV is ac- 
credited with having had two teeth at birth. 
Bigot, a physician of the Sixteenth Century; 
Boyd, the poet; Valerian; Richard III; and many 
others, are reported by different authors from 
time to time as having had antenatal develop- 


ment of teeth. 
J. S. Lyons, M.D. 
Rogersville, Tenn., 
June 3, 1924. 


MEDICAL WORK AMONG THE LEPERS 


Editor, SOUTHERN MEDICAL JOURNAL: 

Last week I went to the Fusan Leper 
Colony, which is under the Rev. J. N. Macken- 
zie’s care, and operated upon a few of the lepers 
and examined the three hundred and seventy- 
five cases. I was pleased to see that they had 
made very marked progress from treatment. 
We discharged forty cases in whom the disease 
had been arrested. We cannot say as_ yet 
whether or not the chaulmoogra oil and _ ethel 
esters have produced a permanent cure, though 
they have a most beneficial effect. 


A little boy was placed upon the operating 
table for his leg to be amputated. All the in- 
struments they had for this amputation at the 
thigh were five pairs of hemostats, a small bis- 
toury and a pair of “tooth pullers.” We might 
have pulled his leg with these forceps, but we 
wanted to take it off. I left my leper physician 
to operate upon twenty cases, many of them 
amputations, and the above named were the only 
instruments he had for this work. 

We have trained a group of lepers to do their 
own medical work, dressings, operations and 
treatments, but we are very short of instruments 
and supplies at both our plants. Will you look 
about your office and see if you can spare a few 
instruments or supplies to help out in this needy 
place? Any instruments, drugs, dressings or sup- 
plies will be put to good use here. Here are 
some of the needs: artery forceps, amputating 
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saws, knives or bistouries of any kind, good op- 
erating scissors, bone curets, stethoscopes, ther- 
mometers, chloroform masks, operating knives, 
cataract knives, retractors, dressing forceps, dis- 
secting forceps, any kind of surgical needles, hy- 
podermic syringes and needles, hypodermic syr- 
inge for oil use, trochars, eye specula, entropion 
forceps, chalazion forceps, eye scissors, instru- 
ments of any kind for eye work, mouth gags, den- 
tal forceps and scalers, tooth syringes, long 
probes, long dressing forceps and microscope 
with oil immersion lens. Any of the more com- 
mon operatin instruments can be used; also 
gauze, cotton, bandages, etc. At Fusan they were 
using old newspapers as a dressing, which of 
course is very bad. The lepers would appreciate 
pieces of cloth even as small as two inches 
square. Old sheets or any kind of white cloth is 
very useful to them. 

Besides the five hundred and seventy-five lep- 
ers here at Kwangju, I am supervising the med- 
ical treatment at Fusan; and if you can send 
any of these articles to me I shall divide them 
between the two plants. 

Two years ago we discharged ten “cures;” and 
not one of these has had a return of the disease 
to date. Chaulmoogra oil has a most beneficial 
effect upon this dreaded disease, 


Wrap any of the above supplies in some old 
clothing; send it out by parcel post; mark the 
package “Gift to Lepers,” and it will come duty 
free. We need your help in treating these nine 
hundred and fifty cases. 


Most of our money must go into the actual 
necessities such as food and clothing. Therefore, 
money for drugs is usually short. 

. If any physicians care to be on our mailing 
list, send the addresses. Fraternally yours, 
R. M. Witson, M.D. 


Kwangju, Korea, Asia, 
March 11, 1924. 


[Editor’s Note: Many of those who attended the Chatta- 
nooga meeting (1922) of the Southern Medical Association 
will remember having met Dr. Wilson. In addition to pre- 
senting a paper on the “Treatment of Leprosy’’ in the Sec- 
tion on Dermatology and Syphilology, he showed some inter- 
esting slides of medical work in Korea to several of the sec- 
tions. Dr. Wilson is a Southerner, his home being in Ar- 
kansas, and is in charge of the Ellen Lavine Graham Hos- 
pital and the Kwangju Leper Home, at Kwangju, Korea, 
under the care of the Southern Presbyterian Church. This 
letter should prove interesting to the county medical so- 
cieties, and it is to be hoped that some one will read it to 
each county society.] 


Book Reviews 


Diseases of the Skin. By Frank Crozier Knowles, M.D., Pro- 
fessor of Dermatology, Jefferson Medical College. Second 
Edition, thoroughly revised, with 229 illustrations and 14 
plates. Philadelphia: Lea & Febiger, 1923. 

Knowles has. not produced a book above the average. Even 
many of the illustrations have been borrowed from other 
texts. The colored plates are very poor. 

It is exceptional that a volume of this moderate size in- 
cludes any considerable description of so many rare dis- 
eases. This feature and the excellent chapter on syphilis 
recommend it, as well as the author’s bent for giving his 
favorite prescriptions prominent place. 
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By Charles 

B. Slade, M.D., Chief of Clinic in General Medicine and 
Instructor in Physical Diagnosis, University and Bellevue 
Hospital Medical College, New York, 1907-1914; Visiting 
Physician, Otisville Sanitarium; Medical Examiner, New 
York City Department of Health. Third Edition, thor- 
oughly revised, with 43 text figures and 179 pages. Phil- 
— and London: W. B. Saunders Co., 1923. Cloth, 


The book is written as an introduction to physical diag- 
nosis. The average medical student would find very little 
use for such a work because of the elementary manner in 
which it is presented. 


Haematology In General Practice. By A. Knyvett Gordon, 
-B., B.C., B.A., Cantb. Medical Superintendent of the 
Virol Pathological Research Laboratories; Formerly En- 
trance Exhibitioner, Undergraduate Exhibitioner and Glyn 
Prizeman, King’s College Cantb.; University Scholar and 
Demonstrator of Pathology, St. Mary’s Hospital; Lecturer 
on Infectious Diseases, University of Manchester, and 
Medical Superintendent, Manchester City Hospital. Illus- 
trated with 3 plates, 1 colored, and 5 text figures. 100 
a New York: William Wood & Co., 1923. Cloth, 
The book presents this subject in the mast elementary 
manner. It is more in the nature of a text book for nurses 
than for physicians. 


A Combined Text-book of Obstetrics and Gynaecology. By 
J. M. Munro Kerr, M. D., F. R. F. P. and S. (Glas.), 
Professor of Obstetrics and Gynaecology, Glasgow Uni- 
versity (Muirhead Chair); Obstetric Physician, Glasgow 
Royal Maternity and. Women’s Hospital; Gynaecological 
Surgeon, Glasgow Royal Maternity and Women’s Hos- 
pital; Gynaecological Surgeon, Glasgow Royal Infirmary; 
etc., and James Haig Ferguson, M. D., F. R. C. S. 
(Edin.) Gynaecologist, Royal Infirmary, Edinburgh; Ob- 
stetric Physician, Royal Maternity Hospital, Edinburgh; 
Lecturer in Clinical Gynaecology and in Clinical Obstet- 
rics, University of Edinburgh; Consulting Gynaecologist, 
Leith Hospital; Examiner in Midwifery and Gynaecology, 
Royal College of Physicians and Royal College of Sur- 
geons, Edinburgh, etc., and James Young, D. S. O., M. D., 
F. R. C. S. (Edin.), Assistant Physician, Royal Maternity 
Hospital, Edinburgh; Assistant Gynaecologist, Royal In- 
firmary, Edinburgh; Lecturer in Clinical Gynaecology and 
Clinical Obstetrics, University of Edinburgh: Examiner 
for the Fellowship of the Royal College of Surgeons, 
Edinburgh, and for the Central Midwives’ Board of Scot- 
land; ete., and James Hendry, M. A., B. Sc., M. B., Se- 
nior Assistant to the Muirhead Professor, University of 
Glasgow; Assistant Physician, Royal Maternity and 
Women’s Hospital; Gynaecologist to Out-Patients, Royal 
Infirmary Glasgow; Examiner Central Midwives’ Board, 
Scotland, etc., with 1006 pages, illustrated. New York: 
Wm. Wood & Co., 1923. Cloth, $10.00. 

The English viewpoint is always of interest to American 
practitioners, and this volume is a very able resume of it. 
Considerable ground is covered, even a chapter on infant 
feeding being introduced. Rather more space is devoted to 
anatomy, obstetrics, infant feeding, etc., than to gynae- 
cology. It considers gynaecological diseases the result of 
infections and injuries contracted in parturition, and for 
this reason attempts to bring obstetrics and gynaecology 
more closely together, to prevent the necessity for much 
gynaecological work. The illustrations of anatomy are good, 
and there are detailed directions regarding the use of for- 
ceps and version. 


By Sir James Kingston Fowler, 
D., D. Se. (Hon.), F. 
R. C. P. Consulting Physician and Emeritus Lecturer on 
Medicine, Middlesex Hospital, etc. 68 pages. London: 

Henry Frowde & Hodder & Stoughton, 1924. 

This little book deals with the problems of tuberculosis 
in a rather different way from most books along this line: 
There are many terse epigrams which the author has in- 
troduced, and which are only too true. It really deals with 
tuberculosis from a public health standpoint and from the 
standpoint of an executive in charge of tuberculosis work, 
and to those engaged in this branch of the tuberculosis 
problem the book will be most useful and will be found to 
be well worth a close study. 


Problems In Tuberculosis. 
Kc V¥. G 


Social Control of the Feebleminded. A Study of Social 
Programs and Attitudes in Relation to the Problems of 
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Mental Deficiency. By Stanley P. Davies, Ph. D., Ex- 
ecutive Secretary, Committee on Mental Hygiene, N. Y. 
State Charities Aid Association, New York: The National 
Committee for Mental Hygiene, Inc. Price, $1.25. 

The writer discusses this problem under twelve headings, 
first taking up the problem as related to the individual and 
the community. Next follows a description of the earlier 
methods of treatment and the period of physiological educa- 
tion. He then considers the earlier conceptions of heredity 
and the prevalence of feeblemindedness. In his chapter 
entitled “Social Indictment of the Feebleminded,” he con- 
siders in detail the importance of this class of patient to 
the community and its responsibility. 

In a chapter entitled ‘“‘The Alarmist Stage,’”’ he takes up 
the question of methods that were advised for handling this 
condition and laws that were passed which proved in most 
cases, ineffective. 

The chapter which he calls ‘““Newer Aspects of Heredity 
and Behavior’ shows how former conceptions of feeble- 
mindedness were incorrect, and serves as an introduction 
to the modern conception regulating these individuals. 

The chapters on ‘Social Reconstruction at Waverly,” 
“The Colony Plan,’ ‘Rome Colonies for Boys and Rome 
Colonies for Girls,” show constructive work that is being 
done in order to make these individuals self-supporting at 
least in part, and are well presented. 

The chapter devoted to ‘‘The Public School and the Back- 
ward Child” is filled with very pertinent and important 
observations and deductions. 

The remaining chapters, ‘““The Socializing Process,” and 
“The Feebleminded in the Social Order,’’ serve as models 
for constructive criticism and suggest methods of advance- 
ment in the betterment of the social condition of the feeble- 
minded. 

The book is carefully written, shows close study, and a 
broad grasp of the subject. 


Medical and Sanitary Inspection of Schools. For the Health 
Officer, the Physician, the Nurse and the Teacher. By 
S. W. Newmayer, A. B., M. D., formerly Chief of Division 
of Child Hygiene; Assistant Chief Medical Inspector, Bu- 
reau of Health; Supervisor of School Medical Inspection, 
Philadelphia. With 462 pages. Illustrated with 79 en- 
gravings and 6 full-page plates. Philadelphia and New 
York: Lea and Febiger, 1924. Cloth, $4.00. 

The author divides his subjects into eight headings: 
Administration; the School Building and Grounds; Physical 
Defects; the Health of Teachers; Mentality, and Allied 
Subjects of School Medical Supervision. Each of these sub- 
divisions is presented in a practical manner. 

This book should prove of value not only to the school 
inspector, school nurse and teacher, but to all members of 
the medical profession who are interested in schools. And 
who of us is not? The book can be read with profit also 
by the parents of the children. The fact that it has passed 
into a second edition speaks for its deserved popularity. 


Epitome of Blood Pressure. Aids in the Interpretation of 
Blood Pressures for the General Practitioner with Key 
to Diagnosis. By Burton Baker Grover, M. D., Author 
of ‘Handbook of Electrotherapy” and ‘“‘High Frequency 
Practice ;’’ President of the Western Electrotherapeutic 
Association, 1919-1921; President of the Western School 
of Physiotherapy; Fellow of the American Electrothera- 
peutic Association; Vice-President of the American Col- 
lege of Radiology and Physiotherapy. Interleaved for 
convenience of making notes. Kansas City: The Elec- 
tron Press. Price, with “Key,” $3.00. 

This book is written with the idea of presenting the 
subject of blood pressure in an elementary and practical 
manner. There is little that is original and many of the 
directions and deductions are not in accord with modern 
medical teaching. Although blood pressure has a great 
practical importance, diagnosing conditions of the cardio- 
vascular system from the data which the author derives 
from blood pressure determinations, seems unjustifiable. 
It is hard to see how this boek can fulfill any useful pur- 
Pose. 


The Anatomy and Physiology of the Male Body. By Hubert 
E. J. Biss, M.A., Cantab, D.P.H. Third edition. 
New York: Wm. Wood and Company. Price, $2.00 net. 


Consisting of two sections, the first contains a concise 
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outline of the physiology of the body, and a description 
of the anatomy. The second portion consists of charts and 
drawings demonstrating the bones, muscles, nerves and 
special organs. It will be found useful in classes for nurses 
or high school students studying anatomy and physiology. 
It is a well arranged and accurate work. 


The Treatment of the Common Disorders of Digestion. By 
John L. Kantor, Ph.D., M.D., Chief in Gastrointestinal 
Diseases, Vanderbilt Clinic, Columbia University; Asso- 
ciate Gastroenterologist and Association Roentgenologist, 
Montefiore Hospital for Chronic Diseases, New York 
City. Illustrated. Two hundred and forty-five pages. 
St. Louis: C. V. Mosby Company, 1924. Cloth, $4.75. 
All new books are interesting to review in order to jus- 

tify their existence. This little manual, appearing in its 

first edition, passes the test, and is given a cordial wel- 
come. It is a practical guide for the treatment of those 
forms of digestive disorders most commonly met with in 
the practice of medicine. The principles and objectives of 
treatment are clearly stated. It contains excellent chap- 
ters on general management of functional digestive dis- 
orders, ptosis and the asthenic state, gastric and duodenal 
ulcers, treatment of constipation, achylia gastrica, gall 
bladder disorders and diarrheas. There is a good chapter 
on the treatment of headaches associated with indigestion. 

The subject of constipation is well illustrated with many 

x-ray pictures. This new work is worth while and should 

be available for the general practitioner as well as the spe- 
cialist on gastro-intestinal diseases. 


Management of Diabetes. Treatment by Dietary Regulation 
and by the Use of Insulin. By George A. Herrop, Jr., 
M.D., Associate in Medicine, College of Physicians and 
Surgeons, Columbia University, and Assistant Visiting 
Physician, Presbyterian Hospital, N. Y. 190 pages. New 
York: Paul B. Hoeber, 1924. Extra cloth, $2.00 net. 

This short manual is based upon the course of instruc- 
tion on insulin and diabetes given under the John D. 
Rockefeller, Jr., grant, by the Presbyterian Hospital, New 
York. It is brief, intensely practical, presenting the fun- 
damentals of metabolism and its derangement in diabetes, 
the physiological effects of insulin, the general principles 
of the management of diabetes, dietary regulation and in- 
sulin. It gives in detail the methods of treating acidosis, 
coma, and complications of diabetes. Diet is essential in, 
management of diabetes, and this is the great problem~ 
with the general practitioner. This book gives tables and 
diet lists that will be found very helpful. The concluding 
chapters on methods of blood and urine analyses are essen- 
tial and are used routinely in the management of diabetes. 
It is a splendid and useful book. 


Handbook of Modern Treatment and Medical Formulary. 
A Condensed and Comprehensive Manual of Practical 
Formulas and General Remedial Measures. Compiled by 
W. B. Campbell, M.D., Formerly Resident Physician at 
the Methodist Episcopal Hospital, Philadelphia. Six hun- 
dred and ninety-three pages. Philadelphia: F. A. Davis 
Company, 1924. Cloth, $5.00 net. 

This is obviously a compilation. There are many for- 
mulas retained which would be counted obsolete in mod- 
ern therapeutics. The book is written so as to treat symp- 
toms, which is not in keeping with modern medical teach- 
ing. There is too much poly-pharmacy in most of the pre- 
scriptions; and it is a book for which the average physi- 
cian, who writes his own prescriptions, would find little 
use. 


Diseases of Middle Life. The Prevention, Recognition and 
Treatment of the Morbid Processes of Special Signifi- 
eance in This Critical Life Period. Edited by Frank A. 
Craig, M.D., Associate Director of the Clinical and So- 
ciological Department of the Henry Phipps Institute of 
the University of Pennsylvania. Volume I, illustrated, 
920 pages. Volume II, illustrated, 951 pages. Phila- 
delphia: F. A. Davis Company, 1924. Cloth, $15.00 per 
set. 

The purpose of this work is to direct the physician’s at- 
tention to disease processes in middle life and the time 
at which they may be treated with the hope of their re- 
moval. The different systems are covered by selected au- 
thors, who, in the main, have done their work satisfactorily. 


It seems strange in the article on “Diabetes,”” by Moh- 
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ler, that there is no mention of the quantitative estimation 
of sugar in the urine. The section allotted to the treatment 
of syphilis by Drs. Thomas and Harrison—‘‘Diseases of 
the Male Genito-Urinary Tract’”—does not give sufficient 
detail to make the book applicable to the use of the gen 
eral practitioner. . 

Sailer’s section on “Diseases of the Blood’ is too sketchy 
to be of much value. This is a real disappointment, for the 
author is quite familiar with his subject. 

Despite these defects the book should serve a useful pur- 
pose through its many helpful features. 


Differential Diagnosis. Presented Through an Analysis of 
317 Cases. By Richard C. Cabot, M.D., Professor of Medi- 
cine and Professor of Social Ethics, Harvard University, 
Volume II, Third Edition, Revised. Octavo of 709 pages, 
254 illustrations. Philadelphia and London: W. B. Saun- 
ders Company, 1924. Cloth, $9.00 net. 

The fact that Cabot’s book has passed into the third edi- 
tion indicates its popularity with the medical profession. 
Dr. Cabot has retained the same cases as in the previous 
edition but has enlarged and modified the introductory dis- 
cussions. Throughout the book the deductions drawn from 
the cases are logical and instructive. It is a valuable addi- 
tion to any medical library. 


The Insulin Treatment of Diabetes Mellitus. By P. J. Cam- 
midge, M.D. (Lond.), D.P.H. (Camb.) 172 pages. New 
York: Wm. Wood & Co., 1924. Price, $2.00. 

This little volume is one of many recent books on the sub- 
ject of diabetes that have appeared since the discovery of 
insulin, It gives the history of the discovery of insulin, 
and the result of experimental investigation and the nature 
and clinical effects of insulin. The author states his own 
experience with insulin in treating diabetes, and his methods 
conform closely with the methods used in the United States. 
There are chapters on glycosurias and their significance, 
and outline of the usual laboratory procedures necessary in 
treating diabetes. 
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The International Medical Annual. A Year Book of Treat- 
ment and Practitioner’s Index. New York: Wm. Wood 
& Co., 1924. Cloth, $5.00. 

Considering the ber of dical publications through 
which contributions are scattered it is of real value to the 
physician to have the important papers epitomized. 

The editors have picked their contributors with care and 
each has covered his assigned field in an able manner. 

There has been a selection from the important literature 
without regard to geographic limitations. 

Each article is followed by references which make it 
possible to study the original if desired. 

The book should prove a valuable addition to any library. 


Hospital Organization and Operation. By Frank E. Chap- 
man, Director Mount Sinai Hospital of Cleveland. [Illus- 
trated. 250 pages. New York: The Macmillan Com- 
pany, 1924. 

The book is of value to all hospital administrators’ 
and the plea for conducting a hospital from the adminis- 
trative point of view on the same plan as an industrial 
organization, is one to be commended. Also, the sugges- 
tion that hospital administration be standardized as much 
as possible, is practical. 


First Steps in Organizing a Hospital. An Exposition of 
Ideals and Principles Incident to the Inception and Or- 
ganization of a Hospital. By Joseph J. Weber, M.A., 
Editor, The Modern Hospital. Formerly Executive Sec- 
retary, Committee on Hospitals, State Charities Aid. As- 
sociation of New York; Association Director, Boston Dis- 
pensary. New York: The Macmillan Company, 1924. 
The study of a book of this character will prove of great 

advantage to all those interested in hospital organization. 

Not only superintendents and members of the medical pro- 

fession will gain by its study but laymen who are inter- 

ested in the organization and functioning of a modern 
hospital. 


PATHOLOGY 


methods and technique are used. 


treatment are indicated. 


Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 


DEPARTMENTS 
BACTERIOLOGY—SEROLOGY X-RAY—RADIUM 


Allen H. Bunce, A.B., M.D., F.A.C.P. George F. Klugh, B.S., M.D. 


These laboratories are equipped for making every test of clinical value 
in the diagnostic study of medical and surgical cases. Only standardized 


In addition to the diagnostic study of cases there are adequate facilities 
for the x-ray and radium treatment of conditions in which these forms of 


Fee lists and containers for pathological specimens and information in reference to 
x-ray and radium work furnished upon request. 


Address 
DRS. BUNCE, LANDHAM AND KLUGH 


Professional Bldg., 65 Forrest Ave., Atlanta, Ga. 


Jackson W. Landham, M.D. 
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Southern Medical News 


NEW YORK POST-GRADUATE SCHOLARSHIPS 
Scholarships on the Oliver-Rea Foundation for graduate 
study in Medicine are available at the New York Post- 
Graduate Medical School and Hospital. Inquiries should 
- oe to the Dean, 301 East 20th Street, New 
ork, N. Y. 


ALABAMA 


Contracts have been awarded for the construction of the 
tuberculosis sanatorium, Birmingham, for which Birming- 
ham and Jefferson County recently subscribed $200,000. 
It is an 88-acre site on the Montgomery Highway. The 
City and the Board of Revenue have each pledged $20,000 
a year for maintenance of the sanatorium. 

Dr. Byron S. Bruce, Opelika, succeeds Dr. William Gewin, 
Birmingham, as President of the Alabama State Hospital 


Association. 
Dr. R. B. Williams, Athens, has been appointed full-time 
Health Officer of Marshall County. 


Deaths 
Dr. John Sharp Gillespy, Birmingham, aged 65, died May 
us 8 from cerebral hemorrhage. 

Dr. Davis Elmore Cason, Odenville, aged 89, died May 11. 

April 22 at a hospital in scaloosa, from senility. 
The rich deliciousness that Dr. Robert Allen White, Fairfield, aged 41, died April 

15 from pneumonia. 


tempts indifferent appetites Dr. A. L. Hendon, Holly Grove, aged 74, died May 6 


following a long illness. 


Wholegrains, crispand toasty; ARKANSAS 
i ent of a confection At the recent annual meeting of the Arkansas State 
the enticem " rg Medical Association held in Fayetteville, Dr. Herbert Moul- 
the flavor of nutmeats—that is elected ; Drs. Harvey 
4 ood, Fayetteville, imeon : esterly, Prescott, an 
P uffed Wheat and Puffed Rice. "oe T. Evans, a Vice-Presidents; Dr. William 
* ° . Bathurst, Little Rock, retary; Dr. Robert L. Saxon,, 
mere exploded 8 = ae, Little Rock, Treasurer. The next meeting will be held in 
tural si every food cell is Little Rock. 
- _—? ry ‘ The week of June 2-7 was Alumni Week for the Uni- 
broken to make digestion easy. versity of Arkansas Medical Department, which was held 
in Little k. 
i i i = , has gone to Kingwood, West Va., to e up county 
but de health work under the State Health Department cooperat- 
lightful change from ordinary ing with the U. S. Public Health Service. 
1 hich th ff. The new General Hospital, recently completed at Little 
: e Pettus Infirmary, Little , has n remodeled. 
For breakfast, Puffed Rice. eve water way for of a six- 
: story office building in Little ‘or the exclusive use 
At bedtime, Puffed Wheat. At 
luncheon, either one in a bowl neni 
of half and half—one of the Dr. Jean Aden tients, Texarkana, aged 62, died May 
7 from cerebral hemorrhage. 
three may solve a problem for Dr. William Duncan Dierks, aged 55, died April 17 from 
you today. cerebral hemorrhage. 
Dr. J. C. Jamison, Gillham, aged 64, died April 22. 
Quaker Puffed Wheat 
’ A committee consisting of Drs. Edgar P. Copeland, 
Quaker Puffed Rice Frank Leech, Henry C. Macatee, Luther H. Reichelderfer 


and John D. Thomas has been appointed to prepare a new 
medical practice act for presentation to Congress in the 
fall. 


At the annual meeting of the National Academy of Sci- 
ences in Washington April 28, the new building of the 
National Academy and the National Research Council was 
dedicated. 

A hospital social service school is to be established at 
Georgetown Hospital, Washington, by the National Catholic 
Service School, conducted by the National Council of Cath- 
olic Women. The school will be d in Sept 

Approximately 600 physicians of Philadelphia made a 
trip to Washington May 15 to celebrate the thirty-third 
anniversary of the Philadelphia Medical Club. President 
Coolidge received the members on the White House lawn. 


(Continued on page 34) 
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ANTISEPTIC 
DUSTING 
POWDER 


|BO-CAR-AL| 


BO-CAR-AL 


Bo-car-al is a concentrated antiseptic powder con- 
taining Boric Acid, Alum, Carbolic Acid, Eucalyptol, 
Methyl] Salicylate, Menthol and Thymol in proper pro- 
portions. 


Extreme care is exercised in the selection of all 
ingredients from which Bo-car-al is prepared and only 
those of the highest standard of purity and quality are 
used. 


Bo-car-al in powder form, is an excellent antiseptic 
dusting powder, and dissolved in lukewarm water will 
serve as a gargle in inflamed conditions of the mucous 
surface of the nose and throat, or as an efficient vagi- 
nal douche. 


Sample supplied upon request. 


SHARP_& DOHME 
BALTIMORE 


New York Chicago New Orleans St. Louis Atlanta Philadelphia Kansas City San Francisco 


2862 


No. 2862—Craig aspirating nasal dissector. Shaped for dissecting 


around spurs and deflections—the aspirating feature keeping the field 
clear of blood and secretions, especially near the nasal floor. Attach- 
able to any type of suction machine. 

No. 9495—Hurd ethmoid curette. A delicately constructed curette 
with broad cutting tip; a safe instrument for this work and will be 
found exceedingly useful for completing operation. 

No. 1185—Solution cups for individual cases. In addition to our stock 
of — amber, blue and green, we have recently added pink and ruby 
colors. 

No. 1615—Lester eye muscle forceps. Directing at- 

tention to the fact that we now are making a num- 

ber of patterns of eye forceps of rustproof steel. 

This is especially desirable in this class of instru- 

ments, as the delicate teeth will not become cor- 

roded by sterilizing and there is no plating to be- 

come loose or dislodged. 


GEORGE TIEMANN & COMPANY 
107 East 28th Street 
New York, N. Y. 


Makers of Instruments of the BETTER KIND 
: Since 1826 
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When Diabetics 
Need Operations 


There are a million diabetics in the U. S. A. 
Many require operations. Diet, Insulin, and Gas- 
Oxygen are the essentials to prevent postoperative 
coma. 

Gas-Oxygen is required because it does not in- 
erease the conversion of liver glycogen, nor does it 
hamper the kidneys’ excretion of sugar, acetone or 
diacetic acid. 

Give your diabetic operative patients all the ad- 
vantages of Gas-Oxygen anesthesia and analgesia 
possible with the 


McKESSON APPARATUS 


McKesson Universal Unit No. 100 


McKesson Universal Unit No. 100 and 
other types meet your every need for physio- 
logical anesthesia in bad risk patients. 


Write for New Catalogue No. 12— 
It tells why. 


Toledo Technical Appliance Co. 


2226 Ashland Ave., 
Toledo, Ohio 
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Dr. Llewellin Eliot, Washington, one of the oldest living 
graduates of Georgetown University School of Medicine, 
celebrated his fiftieth year of active practice in May. The 
medical faculty of the Georgetown University School of 
Medicine presented him with a loving cup. 

Mr. James R. Mays, former Superintendent, Garfield 
Hospital, Washington, has been appointed Superintendent 
of the Union Hospital, Fall River, Mass. 

More than 100 cases of smallpox have been reported in 
Washington. The Health Department has requested Con- 
gress to give funds to employ additional physicians to stop 
the epidemic. 

Dr. S. S. Goldwater, Director, Mt. Sinai Hospital, New 
York, N. Y., has been appointed hospital consultant to the 
Government of the District of Columbia. 

The annual campaign for the prevention and cure of 
cancer was held in Washington March 15-April 15 under 
the auspices of the American Society for the Control of 
Cancer and the “Committee of 100.” 

Dr. George W. McCoy, Surgeon, U. S. Public Health Serv- 
ice, has been appointed consultant to represent the United 
States on the Permanent Standards Committee for the 
Standardization of Sera and Serologic Tests. 

The Washington Psycho-Analytical Society was organized 
April 11. Membership is restricted to physicians, who, to 
be admitted, must present a thesis containing the history 
of one case successfully analyzed by the applicant. It is 
also required that before an applicant may be considered 
for admittance he must present evidence of having been 
successfully analyzed. The officers of the Society are Dr. 
William A. White, President; Dr. Joseph C. Thompson, 
Vice-President; Dr. Lucille Dooley, Secretary-Treasurer. 
Other charter members are Drs. Philip S. Craven, Louis 
D. Hubbard and Benjamin Karpman. 

At a recent meeting of the Council of Social Agencies 
alienists of the District urged the need for an adequate 
mental hygiene program in the District. It is planned to 
make a survey preparatory to the establishment of a cen- 
tral mental hygiene clinic. 

Instructions have been issued to the construction agencies 
of the U. S. Veterans’ Bureau, Washington, to equip all 
government hospitals for radio reception with connections 
direct to the beds of the patients. Civic groups and friends 
of the World War veterans will be depended upon to com- 
plete the plan because no funds are available for installing 
the head phones. 

Deaths 


Dr. Dunnleigh Corey, Lieut., M. C., U. S. Navy, Wash- 
ington, aged 34, died April 28 at the U. S. Naval Hospital. 
Pe. _ Lucian Palmer, Washington, aged 59, died 

pri 


FLORIDA 


At the annual meeting of the Florida Medical Association 
held in Orlando, May 138-14, Dr. John C. Vinson, Tampa, 
was elected President; Drs. John S. McEwan, Orlando, 
Louis S. Oppenheimer, Tampa, and Lawrence Ingram, Or- 
lando, Vice-Presidents; Dr. Graham E. Henson, Jackson- 
ville, Secretary, re-elected. The next meeting will be held 
in St. Petersburg. 

Leonidas M. Anderson, Lake City, has been appointed a 
member of the State Board of Medical Examiners, to suc- 
ceed the late Dr. James M. Jackson. 


Deaths 
Dr. William H. Harrison, Cottondale, age 65, died April 22. 


GEORGIA 


At the annual meeting of the Medical Association of 
Georgia, in Augusta, May 17-9, the following officers were 
elected: Dr. John O.. Elrod, Forsyth, President; Drs. W. A. 
Mulherin, Augusta, and Bertram H. Wagnon, Atlanta, 
Vice-Presidents; Dr. Allen H. Bunce, Atlanta, re-elected 
Secretary. 

Baldwin County Medical Society has elected Dr. Richard 
Binion, Milledgeville, President; Dr. Y. H. Yarbrough, Mil- 
ledgeville, Vice-President; Dr. H. D. Allen, Jr., Milledge- 
ville, Secretary-Treasurer. 

Blue Ridge County Medical Society has elected Dr. J. M. 
Daves, Blue Ridge, President; Dr. C. C. Russell, Mineral 
Bluff, Vice President; Dr. C. B. Crawford, Blue Ridge, 
Secretary-Treasurer. 

Brooks County -Medical Society has elected Dr. J. R. Mc- 
Michael, Quitman, President; Dr. L. A. Felder, Quitman, 
Secretary-Treasurer. 

(Continued on page 36) 
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The Safety films are at your 
dealer’s, Ask for Eastman Safety. 
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Butts County Medical Society has elected Dr. W. H. 
Steele, Jackson, President; Dr. J. W. Harper, Jenkinsburg, 
Vice-President; Dr. J. Lee Byron, Jackson, Secretary-Treas- 
urer. 

Coffee County Medical Society has elected Dr. J. R. Smith, 
Douglas, President; Dr. D. H. Meeks, Nicholls, Vice-Presi- 
dent; Dr. T. H. Clark, Douglas, Secretary-Treasurer. 

Crisp County Medical Society has elected Dr. L. E. Wil- 
liams, Cordele, President; Dr. M. R. Smith, Cordele, Vice- 
President; Dr. Byron Daniel, Cordele, Secretary-Treasurer. 

DeKalb County Medical Society has elected Dr. C. E. Pa- 
tillo, Decatur, President; Dr. Mary F. Sweet, Decatur, Vice- 
President; Dr. J. F. Pitman, Decatur, Secretary-Treas- 
urer. 

Dougherty County Medical Society has elected Dr. A. W. 
Wood, Albany, President; Dr. N. E. Benson, Albany, Vice- 
President; Dr. W. S. Cook, Albany, Secretary-Treasurer. 

Emanuel County Medical Society has elected Dr. D. D. 
Smith, Swainsboro, President; Dr. W. H. Lucas, Stillmore, 
Vice-President; Dr. S. S. Youmans, Oak Park, Secretary- 
Treasurer. 

Franklin County Medical Society has elected Dr. Stewart 
D. Brown, Royston, President; Dr. G. T. Ridgway, Royston, 
Vice-President; Dr. B. T. Smith, Carnesville, Secretary- 
Treasurer. 

Habersham County Medical Society has elected Dr. E. H. 

Lamb, Demorest, President; Dr. S. A. Boland, Cornelia, 
Vice-President ; Dr. R. B. Lamb, Demorest, Secretary-Treas- 
urer. 
Hall County Medical Society has elected Dr. Bradley B. 
Davis, Gainesville, President; Dr. R. L. Rogers, Gaines- 
ville, Vice-President; Dr. Pratt Cheek, Gainesville, Secretary- 
Treasurer. 

Jackson County Medical Society has elected Dr. F. M. 
Hubbard, Commerce, President; Dr. S. J. Smith, Jefferson, 
Vice-President; Dr. J. C. Bennett, Jefferson, Secretary- 
Treasurer. 

Jenkins County Medical Society has elected Dr. M. E. 
Perkins, Millen, President; Dr. C. T. Thompson, Millen, 
Secretary-Treasurer. 

Jones County Medical Society has elected Dr. J. H. 
Riley, Haddock, President; Dr. B. L. White, Round Oak, 
Vice-President; Dr. P. R. Chambliss, Gray, Secretary- 
Treasurer. 

Pike County Medical Society has elected Dr. J. C. Beau- 

champ, Williamson, President; Dr. D. L. Head, Zebulon, 
Vice-President; Dr. M. M. Head, Zebulon, Secretary-' 
urer. 
Stephens County Medical Society has elected Dr. John 
H. Terrell, Toccoa, President; Dr. W. R. King, Toccoa, 
Vice-President; Dr. C. L. Ayers, Toccoa, Secretary-Treas- 
urer. 

Terrell County Medical Society has elected Dr. J. G. 
Dean, Dawson, President; Dr. R. R. Holt, Parrott, Vice- 
President; Dr. Steve P. Kenyon, Dawson, Secretary- 
Treasurer, 

Tift County Medical Society has elected Dr. W. H. Hen- 
dricks, Tifton, President; Dr. George W. Julian, Tifton, 
Vice-President; Dr. M. P. Sporman, Tifton, Secretary- 
Treasurer. 

Troup County Medical Society hag elected Dr. D. E. Mor- 
gan, LaGrange, President; Dr. R. M. Avery, Hogansville, 
Vice-President; Dr. H. H. Hammett, LaGrange, Secretary- 
Treasurer. 

Washington County Medical Society has elected Dr. J. 
R. Burdette, Tennille, President; Dr. T. E. Vickers, Wrights- 
ville, Vice-President; Dr. N. Overby, Sandersville, Secre- 
tary-Treasurer. 

Seventh District Medical Society has elected Dr. R. E. 
Wilson, Cartersville, President; Dr. Trammel Starr, Dal- 
ton, Vice-President; Dr. M. M. McCord, Rome, Secretary. 

Randolph County Medical Society held a public meeting 
on May 1 to discuss the subject of malaria. 

Dr. Samuel A. Anderson, Macon, has been appointed 
Health Commissioner of Baldwin County to succeed the late 
Dr. G. L. Chapman. 

Dr. E. E. Murphey, Augusta, has been re-elected Presi- 
dent of the Board of Health for his fifth term. 

The will of Mrs. J. P. Williams, President of the Georgia, 
Florida and Alabama Railroad, provides for a Memorial 
Hospital to care exclusively for women and children to be 
established in some Georgia County. The Hospital will be 
called Jessie Parker Williams Memorial Hospital in memory 
of Mrs. Williams’ late husband. 

Wilkes County Medical Society is formulating plans to 
take over the Washington General Hospital, Washington, 
recently completed, and operate it along the most modern 
lines. The $25,000 which was set aside to cover construc- 
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this, authoritatively supported, 


must command the attention of every 
physician who contends with mal- 
nutrition in infant, growing child, or 
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In the research of the specific uses of 
granulated gelatine in the dietary, 
conducted by T. B. Downey, Ph.D.— 
Fellow at the Mellon Institute, Uni- 
versity of Pittsburgh, it was conclu- 
sively proved by standard feeding 
experiments that 1% of pure, plain 
gelatine dissolved and added to milk, 
will increase by 23% the nourishment 
obtainable from that milk. 

The reason for this is found in 
Zsigmondy’s determinations that plain 
granulated gelatine is the most pow- 
erful of the protective colloids which, 
therefore, when added to cow’s milk 
stops the immediate precipitation of 
the milk casein by the gastric juices, 
preventing excessive curd formation. 
In other words, the action of gelatine- 
ized cow’s milk in the infant’s stom- 
ach is similar to the action of moth- 
er’s milk. 


In infant feeding, this dietary dis- 
covery is of inestimable value, espe- 
cially at this time of year, in the pre- 
vention of milk colic, regurgitation, 
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milk nutriment with the minimum of 
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milk, it is always advisable to pre- 
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Knox Sparkling Gelatine. 


The correct formula prescribed by 
physicians for “gelatine-izing” milk 
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spoonful of Knox Sparkling Gelatine in % 
cup of cold milk taken from the baby’s 
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the cup in boiling water, stirring until gela- 
tine is fully dissolved; add this dissolved 
gelatine to the quart of cold milk or reg- 
ular formula. 
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quest, additional copies of the above for- 
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tion costs entirely covered all expenses without additional 


unds. 
‘ soe American Psychiatric Association met in Atlanta 
une 8-6. 


The Kiwanis Club is equipping and maintaining a free 
clinic for the children of Metter and Candler County. 

The American Child Health Association has _ included 
Augusta in the survey to be made to raise child health 
standards throughout the country. 

A committee of three has been appointed by the Georgia 
Medical Society to cooperate with the charity clinics to try 
to prevent imposition by people who are able to pay for 
services. 

Dr. Francis Clifford Nesbit, Atlanta, and Mrs. Carolyn 
Louise Sparling, Charlotte, N. C., were married May 7. 

Dr. Albert Fleming and Miss Susie Mizell, both of Folk- 


ston, were married April 30. 


Deaths 
Dr. Charles Blome Patterson, Augusta, aged 57, died 
April 18. 
Dr. John Birch Douglass, Talbotton, aged 64, died 
April 27. 
KENTUCKY 


Breathitt County Medical Society has elected Dr. M. E. 
Hoge, President; Dr. O. H. Swango, Vice-President; Dr. 
A. H. Davis, Secretary. 

Dr. J. E. Wells, Cynthiana, J. W. Kincaid, Catlettsburg, 
and J. S. Lock, Barbourville, have resigned from the Council 
of the State Medical Association. These resignations to- 
gether with the recent death of Dr. W. W. Richmond has 
caused the largest change in the personnel of the Council 
since its organization in 1902. Dr. V. A. Stilley, Benton, 
has been selected councilor for the First District; Dr. F. A. 
Stine, Newport, for the Eighth District; Dr. A. J. Bryson, 
Ashland, for the Ninth District; Dr. W. M. Martin, Harlan, 
for the Eleventh District. 

The annual week of Alumni Clinics June 2-7 and the 
Alumni banquet, Louisville, attracted approximately 250 
Louisville graduates. At the banquet, Medical Education a 
century ago was discussed by President A. DD. Harmon, 
of Transylvania College. The commencement address was 
delivered by President Frederick Charles Hicks of the Uni- 
versity of Cincinnati. 

Dr. Haven Emerson, New York, has begun a health and 
hospital survey of Louisville, under the auspices of the Com- 
munity Chest. The report will be submitted in the fall 
to a professional committee representing organized medicine 
and made up of the State, County and City Health “Officers, 
and Dean of the University of Louisville School of Medicine 
and the Presidents of the staffs of eight local hospitals. 

The University of Louisville Medical Department has re- 
ceived a collection of McMurtry memorabilia about which 
it hopes te develop a historical museum. A portrait of Dr. 
McMurtry will be hung in the school library. His entire 
library, which includes the transactions of the American 
Gynecological Association and the American Surgical As- 
sociation and copies of editions of rare publications, has 
been presented to the University. 

m... new $125,000 city hospital will be erected at Bowling 
reen. 

Dr. Herman Mahaffey, Louisville, has severed his con- 
nection with the Waverly Hill Tuberculosis Hospital. He 
will be associated with Dr. C. E. Gaupin. 

The cornerstone of the new nurses’ home for the Speer’s 
Memorial Hospital, Dayton, was laid recently. 

Dr. Charles M. Garth has resigned from the United States 
Public Health Service and will limit his practice to pul- 
monary diseases at Louisville. 

An addition will be erected at the Owensboro City Hos- 
pital, Owensboro. 

The venereal disease clinic of Paducah, closed more than 
a year following refusal of the Board of Commissioners to 
provide funds, was reopened May 1. The Board of Health 
will provide a monthly sum toward the work, which will be 
under the supervision of Dr. J. Ernest Fox, City Health 
Officer. 

Of the $10,000 in scholarships awarded to twenty public 
health workers throughout the Nation by the American 
Child Health Association, Miss Metcalf, of Letcher County, 
was awarded $1000; Miss St. Claire Pease, of Wooton, $500; 
4 Hauswald, of the State Board of Health, Louisville, 
Dr. William Robert Parks, Harlan, and Miss Katherine 
Groseclose, Marion, Va., were married January 25. 


(Continued on page 40) 
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Dr. LaFayette Bennett, Central City, aged 47, died May 
22 from meningitis. 

Dr. Alexander Taylor Henderson, Ashland, aged 77, died 
April 23 at the King’s Daughters’ Hospital, as an indirect 
result of roentgen-ray burns. 

Dr. David Johnson Wallin, Brooksville, aged 83, died 
April 20 from carcinoma. 

Dr. George Jesse Ellis, Covington, aged 48, died April 28 
at St. Elizabeth’s Hospital from septicemia. 

Dr. Hugh Nelson Leavell, Louisville, aged 49, died April 
16 from septicemia and pneumonia. 

Dr. George Marion Hendren, Bryantsville, aged 78, died 


April 14. 


LOUISIANA 


At the recent meeting of the Louisiana State Medical 
Society in Opelousas, the Louisiana Railway Surgeons’ As- 
sociation was reorganized and the following officers elect- 
ed: Dr. Hermann B. Gessner, New Orleans, President; Dr. 
O. P. Daly, Lafayette, Vice-President; Dr. W. Bradburn, 
New Orleans, Secretary. 

Dr. Hermann B .Gessner has been, elected to fill a three- 
year term on the Journal Committee of the Louisiana State 
Medical Society. 

The new North Louisiana Sanitarium, Shreveport, will 
be opened for patients in the near future. 

At a recent meeting of the Charity Hospital Staff, New 
Orleans, a committee was appointed to investigate the prob- 
lem of depoliticalizing the institution. Those appointed on 
the committee are: Dr. H. B. Gessner, Chairman; Dr. I. I. 
Lemann, Dr. E. H. Walet, Dr. H. W. E. Walther, and Dr. 
E. L. King. 

The first of the additional buildings provided by Con- 
gress in February, 1923, to enlarge the National Leper 
Home at Carville has been completed, and twelve lepers 
temporarily detained elsewhere were moved to Carville in 
April. The appropriation provides additional beds for about 
240 patients and increases the present capacity of the insti- 
tution to more than 400. 

Dr. H. O. Barker, sub-district Medical Officer of U. S. 
Veterans’ Bureau, Shreveport, has recently been trans- 
ferred to Hospital No. 27, near Pineville. 

The new department of Middle American Research at 
Tulane University, New Orleans, will start work imme- 
diately on a translation of | the Maya medical laws from 
Spanish ripts in the William Gates Co! Collec- 
tion, recently acquired. An endowment of $300,000 is 
available for the expense of the Department in addition to 
the $75,000 paid for the Gates Collection. Medical knowl- 
edge of the Maya Indians, with their pharmacopeia of 
plants and their uses, will now be made possible through a 
university publication, the first to be sponsored by the new 
department. 

The Mercy Hospital, New Orleans, dedicated to the mem- 
ory of Leonce Soniat by his wife, was opened in March. 
The institution has a capacity for 100 patients, and is 
owned by the Sisters of Mercy. Mrs. Soniat paid $100,000 
for the property. Dr. E. L. Leckert, City Health Officer, 
is Chairman of the Board. 

Ground has been broken for the Tristate Sanitarium, 
Shreveport, a private hospital owned by Drs. Pirkle and 


Williams. 
Deaths 


Dr. Robert Moses Littell, Jr., Opelousas, aged 26, died 


May 12 from tuberculosis. 
Dr. Charles F. Sauter, New Orleans, aged 50, died 


May 19. 


MARYLAND 


The annual meeting of the American Orthopedic Asso- 
ciation was held in Baltimore, May 15-18. 

The annual conference of the state health officers was held 
in Baltimore, June 6. The conference brought together all 
health officers in the state and others interested in health 
problems. The morning session was devoted to addresses 
on public health. 

The Maryland Cancer Committee gave a dinner in Balti- 
more, May 9, in honor of Senator Royal S. Copeland, New 
York, after which a joint meeting of the Baltimore City 
Medical Society, the Baltimore City and the Maryland State 
Dental Associations and the Maryland Cancer Committee 
was held. 

A committee of ten members charged with planning all 
present and future needs of the Johns Hopkins University 
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and Hospital was recently created. Three members each 
from the University and the Hospital Boards and four ex- 
officio members constitute the new committee. 

The General Assembly of 1924 has appropriated $667,000 
for the state hospitals for the insane and feeble-minded in 
the State. New structures will be erected at all state hos- 
pitals. Two wooden cottages at Springfield will be replaced 
by a building to cost $142,000, increasing the capacity of the 
hospital by fifty; at the Spring Grove Hospital a wing to 
the A. D. Foster Clinic to house 100 patients will be added 
at a cost of $225,000; an administration building will be 
erected at the Eastern Shore State Hospital at a cost of 
$150,000, adding 110 beds to the hospital; at the Crownville 
Hospital, a home for the Superintendent will be erected at a 
cost of $25,000; provision for 100 additional feeble-minded 
children will be made at the Rosewood State Training 
School by the erection of a dormitory at a cost of $100,000. 

Dr. Mary Sherwood, Director of the Municipal Bureau of 
Child Welfare, Baltimore, has resigned, and will go to 
Christinia, Norway, as a delegate to the convention of the 
International Federation of University Women to be held 
the latter part of July. Dr. Sherwood organized the Bureau 
of Child Welfare in February, 1919. 

The State Board of Medical Examiners has announced 
that the registration fee for those who enter the state by 
reciprocity will in future be $50.00. Each applicant for 
examination who has received his medical education out of 
the United States, in addition to giving evidence of satis- 
factory preliminary and medical training, shall have taken 
out his first naturalization papers. 

Dr. H. J. Berkley, Baltimore, and Dr. George H. Hocking, 
Govans, have been reappointed to the Board of Mental 
Hygiene of Maryland to serve an additional six-year term. 

Prof. Reynold A. Spaeth, Associate Professor of Physi- 
ology at the School of Hygiene and Public Health, Johns 
Hopkins University, Baltimore, has accepted a three-year 
appointment as visiting professor of Physiology at the Medi- 
cal School of Chulalongkorana, Bangkok, Siam. 

Dr. F. H. Baetjer, Professor of Roentgenology, Johns 
Hopkins University Medical School, Baltimore, recently 
submitted to his fiftieth operation necessitated by roentgen- 
ray burns. 
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Deaths 


Dr. John Ramsey Littlefield, Cumberland, aged 44, died 
April 24 from pneumonia. 

Dr. William Miller Roberts, died 
April 15 at Ruxton. 

Dr. Thomas J. Ward, Ruxton, aged 79, died April 26 
Baltimore, from senility. 


Baltimore, aged 51, 


at the University Hospital, 


MISSISSIPPI 


At the annual meeting of the Mississippi State Associa- 
tion held in Jackson, May 13-15, Dr. Hugh H. Haralson, 
Forest, was elected President; Drs. William J. Anderson, 
Meridian, Charles A. McWilliams, Gulfport, and Daniel C. 
Montgomery, Greenville, Vice-Presidents; Dr. Thomas M. 
Dye, Clarksdale, Secretary; Dr. James M. Buchanan, Me- 
ridian, Treasurer. 

Dr. Waller S. Leathers, Dean of the University of Missis- 
sippi School of Medicine, University, and President of the 
State Board of Health, has resigned. He has accepted a 
position with the Vanderbilt University Medical Depart- 
ment, Nashville, Tenn. 

Deaths 


Dr. William Dickson Redus, Port Gibson, aged 
April 21 from heart disease. 
Dr. Elbert A. Cheek, Canton, aged 58, died February 1. 


70, died 


MISSOURI 


At the annual meeting of the Missouri State Medical 
Association held in Springfield, May 6-8, Dr. William A. 
Clark, Jefferson City, was elected President; Drs. Clarence 
B. Francisco, Kansas City, Homer L. Kerr, Crane, Edward 
C. Shelton, Eldon, Elbert L. Spence, Kennett, and Jules 
M. Brady, St. Louis, Vice-Presidents; Dr. Edward J. Good- 
win, St. Louis, Secretary; Dr. J. Franklin Welch, Salis- 
bury, Treasurer. 

At the sixth annual meeting of the Western Physiotherapy 
Association held at Kansas City, April 17-18, Dr. L. A. 
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Marty, Kansas City, was elected President; Drs. R. W. 
Fouts, Omaha, Neb., and W. P. Patterson, Springfield, 
Vice-Presidents; Dr. Charles Wood Fassett, Kansas City, 
”? Secretary; Dr. W. P. Grimes, Kansas City, Treasurer. 
A two weeks’ course of graduate work was held in St. 
Louis May 26-June 7. This was arranged by the St. Louis 
clinics for the visiting physicians. 

The State Board of Health, in conjunction with the De- 
partment of Public Welfare of St. Louis and the Missouri 
Social Hygiene Association, conducted a social hygiene ex- 
hibit at St. Louis during the week of April 14-20. 

In an agreement between City and St. Louis and Wash- 
ington Universities, St. Louis will be zoned so that mothers 
and expectant mothers will be able to secure medical at- 
tention within a distance of ten blocks of their homes. 
The agreement followed a survey of the prenatal committee 
of the Community Health Council which covered all 
phases of maternal service and maternal and infant mor- 
tality for the year. 

The annual ‘“President’s Night” dinner of the Jackson 
County Medical Society was given in Kansas City April 1. 
The occasion is for members of the Society to talk of past 
achievements and future undertakings. 

The assistant physicians of the eleemosynary institutions 
of the State have formed an organization which will meet 
bi-monthly at the various institutions to discuss the prob- 
lems that are met with in their work. Dr. D. H. Young, 
Assistant Physician at State Hospital No. 1, Fulton, was 
{ elected President, and Dr. B. T. Brown, Assistant Physician 
at State Hospital No. 4, Farmington, was elected Secre- 


tary. 

The will of Mrs. Minnie Wood, recently filed in the pro- 
bate court in St. Louis, provides $200,000 for the charitable 
institutions conducted by Dr. E. W. Saunders. The insti- 
tutions are the Bethesda Hospital and the Bethesda Old 
Ladies’ Home. The will also provides that a sum not ex- 
ceeding $35,000 shall be used for purchasing a playground 
as a recreation park to be donated to the City of St. Louis, 
and to be known as the “Minnie Wood Memorial Square.” 

The first annual “Save Your Sight Day’ was held in 
St. Louis, May 14, under the auspices of the Missouri As- 
sociation for the Blind. Members of the Ophthalmic Section 
of the St. Louis Medical Society gave seven free clinics. 

Dr. Russell L. Haden, Professor of Experimental Medi- 
cine, University of Kansas School of Medicine, was award- 
ed the J. D. Griffith prize of $100 at the recent annual 


We recommend the Duboscq Colorime- smoker of the Kansas City Academy of Medicine, for his 
ter to the Bislogical Laboratories neod- “Comer wih Dental 


ing a Colorimeter to meet exacting re- 

A 4 “ : ganiz y St. Louis physicians as an agency for collecting 

quirements for Colorimetric Analysis. medical accounts and to loan money to patients to pay their 

bills, was granted a permit by the state finance commission 
to a $50,000 of stock. 

e $900,000 rine Hospital for Crippled- Children, St. 

“Everything for the Laboratory” Louis, was opened to the public April 13. The hospital 

will take care of eighty children in addition to its out-patient 

service. Dr. Leroy C. Abbott is Surgeon-in-Chief and Dr. 

Frederick A. Jostes, Resident Physician. 


profitable to purchase their supplies City Health Director. xian 
Loeb, Director o e arch Laboratory, Wash- 

from us, because of the saving in trans- ington University School of Medicine, St. Louis, has been 
portation charges and the dispatch with appointed Edward Mallinckrodt Professor of Pathology at 

. hei d the University. 
which their orders can be filled. Our lo- : Dr. Frank C. Neff, Kansas City, has been appointed Pro- 

“ essor 0: iatrics at the University of Kansas ool o 
cation assures this. “Let us show foo Medicine, and Pediatrician-in-chief to the Bell Memorial 
what service we can render you. Hospital, Rosedale, Kan. 


Dr. J. F. Owens, St. Joseph, has been elected President 
1] of the Board of Health, succeeding Dr. H. W. Carle, 
resigned. 

Dr. James M. Russell has been elected Mayor of Monett. 


Special Attention Given to Mail Orders Dr. Floyd B. Dailey and Miss Cora Crawford, both of 
. Mountain Grove, were married recently. 


Deaths 
Dr. William D. Drake, Bolivar, aged 48, died May 9. 


DOSTER-NORTHINGTON DRUG CO. Uriel 8. Boone, St. Louis, died February 18 from 


9 Dr. John Andrew Calnane, St. Louis, aged 59, died May 


j Surgical Instruments, Hospital, 12 at St. Anthony’s Hospital from pneumonia. 
X-Ray and Laboratory Supplies, 
BIRMINGHAM, ALA. NORTH CAROLINA 


The St. Joseph’s Sanitarium, Asheville, will open its new 
wing in the near future. A staff has been organized for 
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TENS OF THOUSANDS 
~ NOW USE THE 


“STANDARD FOR BLOODPRESSURE” 


BECAUSE 


its unvarying accuracy (per- 
petually guaranteed), sensi- 
tive response to the user’s 
will, and that utter simplicity KIT-BAG MODEL ........ $31.00 


which makes it so very easy to el 
operate and so hard to POCKET MODEL .......... $30.00 


200 mm. calibration 
get “out of order,” com- 
bine to make it the splen- ay $28.00 
did, serviceable. instru- 


users know it su vou GH 


100 FIFTH AVENUE NEW YORK 


DESK MODEL ........... ...-$32.00 
300 mm. calibration 


THE NEW “CLINIC” MODEL 


STERILIZER OUTFIT 


A handsome and sturdily constructed Cabi- 
net Table with every convenience—ample 
storage capacity for towels, dressings, etc., 
and a “disappearing” type removable Por- 
celain Tray for used instruments before 
sterilizing. 


Also, a “PELTON” INDESTRUCTIBLE 
Sterilizer, Instrument or Dressing Type, 
and of any of the various sizes. 


SEE IT—TODAY—AT YOUR DEALERS OR SEND 
FOR FOLDER 
“CLINIC MODEL STERILIZERS” 


THE PELTON & CRANE CO. 


632 Harper Ave. . Detroit, Michigan 
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uaker 


—that means the finest oats 


Food authorities rate oats the 
most valuable of grain foods 
—supreme in calories, protein, 
calcium. 

Housewives and culinary 
experts rate QUAKER oats su- 
preme in richness and fine 


flavor. 
That’s because the quality 
- is the highest—big, plump 


grains from which we get but 
10 pounds to the bushel. 


So, for the perfect cereal 
dish, make it Quaker Oats— 
: the favorite brand and the 
most widely sold, simply be- 
cause of merit. 


Standard full size and weight packages— 
: Medium: 1% pounds; 
; Large: 3 pounds, 7 oz. 


Quick © Quaker 
Quaker Oats 


Cooks in 3 to5 The kind you 
minutes have always 
known 
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the treatment of patients suffering from tuberculosis. The 
following are the officers of the staff members: Dr. C. P. 
Ambler, President; Dr. M. L. Stevens, Vice-President; Dr. 
R. C. Scott, Secretary. The staff consists of the following 
members: Drs. George Alexander, A. C. Ambler, C. P. 
Ambler, G. C. Battle, C. H. Coche, C. D. W. Colby, C. E. 
Cotton, A. L. Denchfield, W. L. Dunn, B. O. Edwards, 
Thompson Frazer, J. W. Huston, George S. Macpherson, 
Cc. L. Minor, C. C. Orr, Wilson Pendleton, Carl V. Rey- 
nolds, Paul H. Ringer, Robert C. Scott, M. L. Stevens 
and C. St. V. Zimmerman. The sanitarium will be in 
charge of the Sisters of Mercy. 

The new Baptist Hospital, located on the site of the old 
Tranquil Park Sanatorium, Charlotte, will soon be opened. 
An addition is also being erected to the old hospital build- 
ing. This will give the hospital a capacity of 106 beds. 

A contract has been let for a new building for the Meth- 
odist Children’s Home, Winston-Salem. The structure will 
be of brick and will contain twenty-eight beds. 

An addition to the Lawrence Hospital, Winston-Salem, 
has been opened. 

The Leaksville Hospital, being erected by Dr. Carl V. 
Tyner at a cost of $50,000 will soon be completed. It will 
accommodate 30 patients. 

Dr. M. L. Ilsley, formerly Director of the Western Di- 
vision of the State Board of Health, was recently appointed 
Professor of Hygiene and Preventative Medicine, Colgate 
University, Hamilton, N. Y. 

The contract has been let for the erection of the first 
state prison sanatorium for the treatment of tuberculosis. 
The last legislature voted $50,000 for the erection and 
$37,500 for the maintenance of the institution. It will be 
built near the State Sanatorium, Sanatorium. It will be 
a four-story building and will be under the same supervision. 
All tuberculous prisoners in the state penitentiary, county 
jails and on the county roads will be sent to the institution. 

r. J. C. Twitty, Rutherfordton, has been elected full- 
time Health Officer of Rutherford County. 

Dr. Hume Lee Horton, Apex, and Miss Lucille Audrey 
Barnes, Richmond, Va., were married April 17 

Dr. Arthur Chase Ambler and Miss Mary Barber, both of 
Asheville, were married April 30. 


Deaths 


Dr. Henry Boyden Rowe, Mount Airy, aged 39, died May 
16 following a long illness. 

Dr. William D. Price, Sanford, aged 40, died March 6. 

Dr. John Bunyan LeGwin, Wilmington, aged 39, died 
February 3 from uremia. 


OKLAHOMA 


Morningside Hospital, Tulsa, has recently completed a 
2l1-room addition, which gives it a capacity of 80 beds. 

Dr. R. C. Baker, Superintendent of Health, has .organ- 
ized a state health exposition in Enid. 

Tulsa theaters have refused to page physicians attend- 
ing the shows because some of them have taken advantage 
of the privilege to secure free advertising for themselves. 
In future each physician desiring to be paged will secure 
a number from the Secretary of the Medical Society which 
will be flashed on the screen when he is wanted 

More than 100 physicians, members of the Oklahoma 
County Medical Society, attended a “roll call’? smoker March 
22 at the Chamber of C ce. At roll call each physi- 
cian answered with a brief history of his medical career. 

The Creek County Medical Society recently entertained 
ee of Payne County at a banquet at Drum- 
rig 

Dr. S. Ernest Strader has been appointed Secretary- 
Treasurer of the Oklahoma County Medical Society for the 
remainder of the year, taking the place of Dr. E. Lee 
Jones, resigned. 

Dr. W. A. Lackey, Vice-President of the Oklahoma Coun- 
ty Medical Society was recently re-elected School Physician 
for the coming two years. 


Deaths 
Dr. James B. Murphy, Stillwater, aged 68, died May 19. 
Dr. John Joseph Chapman, Lawton, aged 67, died sud- 

denly April 2. 

: (Continued on page 48) 
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BARD-PARKER CoO.. Inc. 150 Lafayette Street, New York ; 


QUALITY First—SERVICE Always 


Account for beneficial clinical results physicians 
obtain by prescribing 


CHEPLIN’S 
B. Acidophilus Milk 


(Produced under the direct supervision 
of Harry A. Cheplin, Ph.D.) 


FOR 


Intestinal Toxemia 


CHEPLIN’S B. ACIDOPHILUS 
MILK will be found of distinct value 
in the treatment of intestinal toxemias. 
It provides an effective means of over- 
coming putrefactive processes in th 
intestines and regulating bowel move- 
ments. 


14-oz. Bottles (Cjinical improvement is manifested 
- mM. Ae by relieving co-existing toxic symp- 
Council toms of headache, fatigue and intes- 
Accepted tinal gas. 


CULTURE—CHEPLIN’S B. ACIDOPHILUS MILK 
contains approximately 250,000,000 viable and potent 
acidophilus bacilli per c. ec. Physicians who sub- 
jected it to a bacteriological test have recognized 
its superior qualities. 
SERVICE—Culture is shipped direct to physicians 
or their patients by express or parcel post on the 
day of receipt of order. Arrangements can be made 
whereby weekly shipments will go forward regularly, 
thus insuring a continuous and fresh supply. Cul- 
ture prepared daily—never out-of-date. 
PRICE—Six 14-oz. bottles, $2.00; twelve 14-0z. bot- 
tles, $3.75, plus delivery charges. 

Full Information and Sample on Request 


Cheplin Biological Laboratories, Inc., 
Syracuse, N. Y. 


CLASSIFIED ADVERTISEMENTS 


EXPERIENCED PHYSICIAN just pleted six 
post-graduate work desires location or connection, prefera- 
bly in Birmingham District. B.S.B., care Journal. 


+he’ 


WANTED—Male nurse, either registered or practical, to 
attend senile case (male). To live with and be constant 
attendant to patient. State age, salary, experience, give 
reference and state how soon can come. Address, MKT, 
care Southern Medical Journal. 


FARWELL & RHINES 
Watertown, N. Y. 
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Dr. Jasper Wayne Hensley, Okmulgee, aged 57, died 


April 30. 
Dr. William C. Wingfield, Shawnee, aged 71, died May 


11 following a long illness. 


SOUTH CAROLINA 


The Little Pee Dee Medical Society, composed of the coun- 
ties of Marion, Horry and Dillon, was reorganized May 8. 
The following officers for the remainder of the year were 
elected: Dr. Z. G. Smith, Marion, President; Drs. J. H. 
Smith, Mullins, R. F. Elvington, Lake View, x S. Dusen- 
bury, Conway, Vice-Presidents; Dr. D. W. Green, Mullins, 
Secretary. 

The South Carolina Nurses’ Association held its seven- 
teenth annual convention at Columbia in April. 

A new department under the State Board of Health to 
care for the teeth of school children would be created by a 
bill introduced by Senators Wells, Williams, Butler and 
Stewart, which was recently passed by the Senate. The 
bill carries an appropriation of $25,000 for establishing the 
department and for maintaining dental clinics. When par- 
ents could afford it, a fee of 50 cents would be charged for 
treatment. 

Deaths 

Dr James Lane Napier, Blenheim, aged 80), died May 13 
from cerebral hemorrhage. 

Dr. Andrew Tazewell Baird, Darlington, aged 60, died 


April 24. 

Dr. Thomas Jefferson Strait, Lancaster, aged 77, died 
April 17 from abscess of the lung. 

Dr. Peter Brockington Bacot, Florence, aged 86, died April 


25 from senility. 


TENNESSEE 


At the semi-annual meeting of the Middle Tennessee 
Medical Association held in Columbia May 15-16, Dr. H. H. 
Shoulders, Nashville, was elected President; Dr. J. C. Kelton, 
Lascassas, Vice-President; Dr. Sam P. Bailey, Nashville, 
re-elected Secretary-Treasurer. The next meeting will be 
held at Lewisburg. 

The West Tennessee Medical and Surgical Association 
met in Jackson on May 22-23. The officers for the en- 
suing year are as follows: Dr. B. J. Gillespie, Covington, 
President; Drs. W. W. McBride, Gleason, and G. W. 
Oliver, Medina, Vice-Presidents; Dr. I. A. McSwain, Paris, 
Secretary; Dr. G. R. McSwain, Paris, Assistant Secretary. 
The next meeting will be held in Paris. 

The following are the Tennessee State Board Medical 
Examiners: Dr. W. L. McCreary, Knoxville, President; 
Dr. A. B. DeLoach, Memphis, Secretary; Dr. H. W. Qualls, 
Memphis, Benjamin L. Simmons, Nashville, F. W. Hulme, 
Pulaski, J. W. Ogle, Sevierville. 

The Child’s Free Clinic, Knoxville, has withdrawn from 
the Knoxville Health Center because they felt they could do 
a greater work by being to themselves. ‘he Knox County 
Medical Society is giving the Clinic its support. 

The Baptists of the State are making plans for+the erec- 
tion of a new hospital in Nashville. A drive for funds 
will begin shortly. 

The University of Tennessee has contracted for the pur- 
chase of large tracts of ground on Dunlap and Union 
Streets, Memphis, at a cost of more than 
dental and medical departments will be transferred to 
these plots. 

Dr. W. R. Wallace announces the completion of a 25- 
room addition to his sanitarium and also the change in, the 
firm name from the Wallace-Somerville Sanitarium to the 
Wallace Sanitarium. Dr. W. G. Somerville is visiting con- 
sultant at the sanitarium. 

A nurses’ home will soon be erected at the Erlanger 
Hospital, Chattanooga, at a cost of $175,000 

The Beverly Hills Tuberculosis Sanitarium, Knoxville, 
was formally opened May 24. The money for this sani- 
tarium was subscribed by the citizens of Knoxville. 

The necessary $40,000 to erect the proposed community 
hospital at Dayton has been subscribed. One-half of this 
amount was subscribed by Mr. A. P. Haggard as a memorial 
to his wife, Rena Clark Haggard, now deceased. The re- 
mainder was subscribed by the citizens and physicians of 
Rhea County. 

An infirmary and children’s building at Oakville Memorial 
~ Tre ee Memphis, will soon be erected at a cost of 
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Simplified Infant Feeding 
KLIM simplifies infant feeding because: 


When reliquefied it is the same in 
composition as natural milk. 


It is a safe milk, free from pathogenes. 


It is easily digested due to the flocculent 
casein and fine butterfat globules, 
reducing the possibility of colic, and 
other nutritional disturbances. 


It is easy to prepare correctly. Prepared 
only as needed, lack of ice is no hin- 
drance or danger. 


Natural milk may be subject to many 
variations in purity, acidity and butter- 
fat content, but KLIM is invariably 
the same. 


ts importance of Li and samples sent promptly upon request. 


is 


If not available in any locality we will supply any Also Makers of Merrell-Soule Powdered Protein Milk 
pharmacy upon a physician’s request. 


Intestinal antisepsis is indicated in all 
putrefactive and fermentative conditions 
of the intestinal tract. 


Creosote is a valuable intestinal Calcreose overcomes objections. 
antiseptic but its use is limited be- It contains 50% creosote but the 
cause its administration often creosote is released slowly hence 
meets with objections on the part is absorbed without apparently 
of the patient. causing any distress. 

Literature and Sample of Calcreose Tablets on Request. 


THE MALTBIE CHEMICAL CO. 


NEWARK., NEW JERSEY 


Analysis of 
KLIM 
} POWDERED WHOLE MILK 
Dn 
BUTTEREAT 28.00% 333% : 
CASEIN 01282 253% 
ALBUMIN 546% 53 
ASH 576% 69% 
‘WATER 150% 8827% 
CALORIES (per ounce) 149. 
4% Ounces toe quan of 
ts Completely soluble in water of any 
‘When Used in Infant Feeding 
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DIETETIC SCALE, $10.00 


Capacity, 500 Grams by 2 Grams 


Sturdily constructed, sanitary, accurate, 
can be readily carried from room to room, 
as platform and post slips in bottom of 
scale. Easy to use. Place dish on platform 
and rotate dial until “0” is exactly under 
end of pointer. Place helping of food on 
plate until proper number of grams is reg- 
istered. Again rotate dial until “0” is 
under end of pointer, and weigh anothér 
portion of food on the plate. No computa- 
tion or deduction for tare. Porcelain top. 
White enamel washable body and dial. Used 
by hospitals and sanitariums, as well as by 
individuals. 


We are prepared to equip completely 
laboratories for the purpose of doing Blood 
and Urine Chemical Analysis. 


Let us submit our list of Apparatus, 
Chemicals and Solutions for your approval. 


INSULIN OR ILETIN 


We carry in stock for immediate ship- 
ment at all times a supply of Insulin or 
yon made in the laboratories of Eli Lilly 


Mail Orders Given Special Attention. 


DOSTER-NORTHINGTON 
DRUG COMPANY 
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Dr. Waller S. Leathers has resigned as executive offi- 
cer of the Mississippi State Board of Health and accepted 
the appointment of Professor of Preventive Medicine, Van- 
derbilt University Medical Department, Nashville. He will 
take up his work in Nashville following a ‘year in Europe. 

Dr. Hugh J. Morgan, Resident Physician at the Hospital 
of the Rockefeller Institute, New York, and Dr. Charles 
S. Burwell, Instructor in Medicine, Johns Hopkins Uni- 
versity Medical Department, Baltimore, have been appointed 
Associate Professors of Medicine at the Vanderbilt Uni- 
versity, Nashville. 

The Maury County Hospital (colored) was opened at 
Columbia recently. 

At the recent meeting of the surgeons of the Southern 
Railway held at Jacksonville, Fla., Dr. J. T. Leeper, Lenoir 
City, was elected Vice-President 

Dr. Herbert Acuff, Knoxville, has been elected President 
of the Chamber of C ce. 

Dr. Fred C. Watson, Memphis, has accepted a position 
with Cuyarnel Fruit Company, Puerto Cortez, Honduras. 

Dr. H. K. Cunningham has been re-elected Medical In- 
spector of the Knoxville city schools. 

Dr. Marcus Haase, Memphis, has been re-elected President 
of the Council of Social Agencies. 

Dr. Fred Cameron MclIsaac and Mrs. Ada Strang Denton, 
both of Chattanooga, were married April 30. 

Dr. John Joseph Greer and Miss Marie Parker, both of 
Knoxville, were married April 22. 

Dr. Irving Simons and Miss Mary Burns Pugin, both of 
Nashville, were married April 30. 

Deaths 

Dr. James Otis Hardin; Spring Hill, aged 84, died in 
April from senility. 

Dr. James E. Green, Chattanooga, aged 62, died in April. 

Dr. Samuel G. Breeden, Decatur, aged 75, died May 11. 

Dr. George Weeks Hale, Nashville, aged 76, was found 
dead in bed April 28 from heart disease. 

Dr. John Edgar Humphreys, Conkling, aged 56, died 
April 21 from cerebral hemorrhage. 

Dr. Charles M. Lane, Brick Mill, aged 50,- died suddenly 
April 19 from heart disease. 

Dr. Luther Franklin Ferguson, Gates, aged 55, died May 
2 at a hospital in Dyersburg, following an operation for 
peritonitis. 

Dr. Finis E. Wyatt, Yorkville, aged 52, died May 14 
from pernicious anemia. 

Dr. Edward A. Quinn, Cleveland, aged 69, died May 
6 following a long illness. 


TEXAS 

At the annual meeting of the Texas State Medical As- 
sociation in San Antonio, April 29-May 1, Dr. Charles M. 
Rosser, Dallas, was elected President; Drs. Philip H. Chil- 
ton, Comanche, John W. Gidney, West, and Silas J. Alex- 
ander, Hearne, Vice-Presidents; Dr. Holman Taylor, Fort 
Worth, Secretary-Editor. The dues were raised from $5.00 
to $15.00 in order to provide a publicity and educational 
fund. The next meeting will be held in Austin. 

The Texas Society of Orthopedic Surgeons was organ- 
ized April 30. Dr. Edward A. Cayo, San Antonio, was 
elected President; Drs. W. B. Carroll, Dallas, and S. D. 
David, Houston, Vice-Presidents; Dr. J. R. Bost, Houston, 
Secretary-Treasurer. 

The annual meeting of the State Pathological Society met 
in San Antonio April 28. Dr. B. F. Stout, San Antonio, 
was elected President; Dr. A. H. Braden, Houston, Vice- 
President; Dr. W. W. Coulter, Houston, Secretary. 

The Dallas Baby Camp and Hospital will be erected in 
Dallas at a cost of $50,000. 

The State Tuberculosis Sanatorium will soon have a new 
woman’s dormitory, the appropriation for which is $25,000. 
When completed it will accommodate 380 patients. There 
will also be an addition to the library which will provide 
an auditorium seating 500 people. The appropriation for 
the library addition is $14,000. These additions will in- 
crease the sanatorium’s capacity to 355 patients. In 1925 
a men’s dormitory costing $70,000, and accommodating 72 
patients, will be built. Dr. J. B. McKnight is Superin- 
tendent. 

A modern City-County Hospital will be built in Sulphur 
Springs sometime in the near future. 

An addition to All Saint’s Hospital, Fort Worth, which 
will cost approximately $150,000, will be erected at Mag- 
nolia and Eighth Avenue. 


(Continued on page 52) 
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SUPERLATIVES ARE UNNECESSARY— 
WILD STATEMENTS UNCALLED FOR. 


Pediatricians, Physicians and Nurses know bod 
that when speaking or writing about a product a 
such as DRYCO whose very name has a high 
valuable significance to them, there is no ne- 
cessity for the use of superlatives, nor to make 
wild statements. 

They know that next to mother’s inilk, “DRYCO” is the | 
BEST FOOD in its physiological aspect. 
DRYCO supplies the food solids from pure fresh 
cow’s milk. 
ITS protein content, or muscle building element, | 
is easily digested. 
ITS butter fat is in a condition so that it is readily | 
absorbed. 


IT is free from all harmful bacteria, and 


ITS vitamin content is preserved. 


DRYCO has solved the perplexing problems of bacteriological contamination 
and fermentative changes, which render cow’s milk so difficult to handle. 


| Please take note that we shall be glad to send you Samples, Directions, Feeding Ta- 


| bles, and our very interesting little booklet, “The Doctor’s Rubaiyat”, on request. 
| ** An International Institution for the Study and Production of Pure Milk Products.” 


| 

| 

THE DRY MILK COMPANY, 14 Park Row, New York, N. Y. | 


: More than a hundred cases 
of Toxic Goiter in one series, 
: some of over five years’ stand- 
s ing, show satisfactory clinical 


4 results under radium. 


ide 
4 RADIUM CHEMICAL Co. 
PITTSBURGH, PA. 


NEW YORK BOSTON CHICAGO 
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OUR 


Better Ocular Therapeutics 


Can be obtained by the use of 
“M-E-S-Co” brand of Ophthal- 
mic Ointments. Reasons: Se- 
lected Chemicals, Thorough 
Trituration, Perfect Incorpo- 
ration, Sterilized Tubes, Boiled 
and Strained Petrolatum, Ex- 
cellent Service, No Waste, No 
Dirty Salve Jar, Right Prices. 
Write for complete informa- 
tion. 

MANHATTAN EYE SALVE 

CO., Inc. 
Louisville, Ky. 


ANEW ACCURACY IN 
BLOOD PRESSURE READINGS 


So gravely Important are 
blood pressure readings 
successful physicians take 


laid aside old in- 
struments and 
adopted the Bau- 
manometer for 
ia) greater accuracy. 


Employing Natures Inutable 
Law Insures Absolute Accuracy 


The unfailing reliability of gl = 
tion method made use of. The 

scale of every instrument individu- 
ally hand calibrated, another funda- 
mental of scientific accuracy. Can- 
not spill; no air-pockets The 
variation of other instruments of 
10 to 30 mm. impossible. 


Hopkins, Recommends It 
Rockefeller Institute, Mayo Clinic, ice and Harvard Medical Schools 


and many others use it. Co. bought 1000. 
Portable desk (1434x4224 inches). With Free Manual. 


10 DAYS TRIAL- EASY TERMS 


Send just $2.00 and we will forward it to you at once. Try it. If not 
— satisfied return and get your money back. If perfectly satisfied, 
eend the balance in ten monthly Installments of $3.00 each; without gaa 
cst—$32.00 in all complete, which is the regular cash price 


SIGN AND MAIL COUPON 
A. 8. ALOE CO.,581 OLIVE ST., ST. LOUIS, MO. 
enclose first payment, $2.00. Send Baumanometer complete on 
trial. If I keep it, I will pay balance, $30.00, in 10 monthly ere 
I you until paid ip 


of $3.00, without interest. agree title remains in 
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The contract has been let for a new County Hospital 
building at Hereford. 

Free summer clinics, open to regular medical practi- 
tioners of Texas, were conducted at the University of Texas 
Department of Medicine, Galveston, May 26-June 7. 

Dr. David L. Bettison, Dallas, was elected President of 
the Baylor Medical Alumni Association at a meeting in San 
Antonio April 29. 

Dr. Arthur C. Scott, Temple, has resigned as a member 
of the State Board of Health. 

General Frank T. Hines, Director of the Veterans’ Bu- 
reau, Washington, has announced the renewal of the Bu- 
reau’s contract for the use of the American Legion Me- 
morial Sanatorium, Kerrville. The new lease will begin 
July 1, and the annual rental is $67,500. 

Dr. E. C. Haneock, Arlingtén, has been elected as the 
pe physician for the Home for Aged Masons, Ar- 
ington. 

Dr. William E. Lucey, Cleburne, has resigned as City 
Health Officer. 

Dr. Richard McCormick, Waco, has been appointed full- 
time Health Officer of McLennan County. 


Deaths 


Dr. William C. Cullom, Mesquite, aged 81, died April 23. 

Dr. Edward W. Snyder, Brownwood, aged 70, died re- 
cently from senility. 

Dr. Samuel H. Windham, Tahoka, died April 21. 

Dr. Eliphas Lawrence Linder, Tennessee Colony, Tex., 
aged 65, was found dead in bed April 22. 

Dr. Harry Leroy Leap, San Antonio, aged 48, died April 
26 from heart disease. 

Dr. Archie E. Cearnel, Indian Creek, aged 67, died 
March 26 from pneumonia. 

Dr. Charles P. Brewer, Fort Worth, aged 67, died April 
12 from pneumonia. 

Dr. Lloyd S. Downs, Waco, aged 67, died May 11 fol- 
lowing a long illness. 

Dr. John W. Vermillion, Sinton, aged 72, died November 
26 following an operation. 


VIRGINIA 


At the annual meeting of the Virginia Public Health 
Association held in Richmond recently Dr. William S. 
Keister, Charlottesville, was elected President; Drs. Aubrey 
Straus, State Bacteriologist, Richmond, and William R. 
Culbertson, Norton, Health Officer of Wise County, Vice- 
Presidents; Dr. Lonsdal J. Roper, Director of Public Wel- 
fare, Portsmouth, re-elected Secretary-Treasurer. 

South Piedmont Medical Society has elected Dr. Ray A. 
Moore, Phenix, President; Drs. F. O. Plunkett, Lynch- 
burg, C. L. Bailey, Danville, J. D. Hagood, Scottsburg, 
and L. H. Hoover, Clarksville, Vice-Presidents; Dr. George 
A. Stover, South Boston, re-elected Secretary-Treasurer. 

At the fifth annual meeting of the Virginia Society of 
Oto-Laryngology and Ophthalmology, held at Lynchburg 
recently Dr. James Morrison, Lynchburg, was elected Pres- 


ident; Dr. Hedges, Charlottesville, Vice-President ; 
Dr. E. U. Wallerstein, Rich d, re-elected Secretary- 
Treasurer. 


The Virginia-West Virginia section of the American 
College of Surgeons was held in Richmond, May 2-3. In 
the Virginia Section, Dr. Clarence Porter Jones, New- 
port News, was elected Chairman; Dr. J. E. Rawls, 
folk, Secretary; Dr. H. H. Trout, Roanoke, Councilor. In 
the West Virginia Section, Dr. G. C. Schoolfield was 


elected Chairman; Dr. J. E. Cannaday, Secretary, and 
Dr. H. G. Nicholson, Councilor. ” of Charleston. 

Lee County Medical S Dr. T. B._ Bly, 
Jonesville, President; Dr. J. go gy Jonesville, Secre- 


tary-Treasurer. 

The annual meeting of the State Dental Association was 
held in Norfolk recently. Dr. A. Hume Sprinkle, Staunton, 
was elected President; Dr. W. N. Hodgkin, Warrenton, 
Secretary. 

The Society of Sigma XI was recently installed at the 
University of Virginia for the promotion of scientific 
research. 

The Graduate Nurses Association of Virginia are try- 
ing to raise $50,000 to endow a chair of nursing at the 
University of Virginia Medical School, Charlottesville. Two 
courses are planned, one for graduate students, and the 
other for undergraduates. 

The Board of Directors of Winchester Memorial Hos- 
pital has been reorganized and enlarged. It includes about 
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Your Patient’s Recreation 


cannot accomplish its greatest good, if his nervous 
system is being subjected to the slightest irritation 
or depressing influence. Wearing 


O’Sullivan’s Heels 


removes a source of irritation that, once unknown, 
is now recognized as an all too often factor in 
retarding convalescence --- the repeated jarring of 
the body by walking with solid leather heels on 
hard unyielding floors and walks. 


In ordering recreation and outdoor living for weak and con- 
valescent patients, the aid that O’Sullivan’s Heels will give should 
not be overlooked. 


O’SULLIVAN RUBBER CO., Inc., New York City 


LS 


ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. The reputation and integrity 
of the manufacturer is the physician’s only guarantee of reliability of those organotherapeutic prod- 
ucts for which there is no chemical or biological assay. Every manufacturing process and all our 
product is supervised by our Analytical and Research Department. 


DESICCATED PITUITARY BODY, U.S.P. EPINEPHRIN 


CORPUS LUTEUM EPINEPHRIN AMPULES 
CORPUS LUTEUM AMPULES SOLUTION OF EPINEPHRIN (1-1000) 
PANCREATIN, U.S.P. DRIED SUPRARENALS, U.S.P. 
SOLUTION OF POST-PITUITARY DRIED THYROIDS, U.S.P. 


insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 


417-421 Canal Street, New York, N. Y. 
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75 business and professional men representing the City 
of Winchester, and the Counties of Frederick, Clark, War- 
ren, Rappahannock, and Shenandoah of Virg%nia, and 
Hardy and Hampshire of West Virginia. New officers 
elected are Dr. Hunter H. McGuire, President; Mr. C. W. 
Trenary, Vice-President; Dr. Harris, Secretary- 
Treasurer. 

The proceeds from pageants held in various cities of 
Virginia by the foundation fund committee of the Grad- 
uate Nurses’ Association on Florence Nightingale Day, 
May 12, will go toward a $50,000 fund which the Asso- 
ciation has pledged to raise for endowing a chair of nurs- 
ing at the University of Virginia. 

A charter has been issued for the Northampton-Accomac 
Memorial Hospital now under construction at Nassawa- 
dox, as a memorial to the men from the eastern shore 
of the state who served in the World War. The _ build- 
ing will cost $85,000. 

Dr. J. A. Hart, Acting Assistant Surgeon in the U. S. 
Public Health Service, has been transferred from Hamp- 
ton Roads Quarantine Station to Marine Hospital No. 1, 
Baltimore, Md. 

Dr. Ennion G. Williams, Richmond, has been reappointed 
Commissioner of Health of Virginia for another period 
of four years. 

Dr. Emmett H. Terrell, Richmond, has been elected a 
member of the Board of Directors of the Rotary Club. 

Miss Martha V. Baylor, formerly Superintendent of St. 
Luke’s Hospital, Richmond, has been appointed Director 


of Public Welfare of Richmond, as Superintendent of 
nurses in the Health Bureau. 
Dr. H. R. Edwards, clinician to the Bureau of Tu- 


berculosis Education with the State Board of Health, has 
resigned to accept a position as Medical Field Secretary 


with the National Tuberculosis Association, with head- 
quarters at New York. Dr. C. Harper, formerly of 
Fries, succeeds him. 


Dr. Joseph Grice, former City Bacteriologist of Ports- 
mouth, has* been elected Medical Inspector in the School 
System, to succeed Dr. E. A. Hatton, who died recently. 


Dr. J. N. Barney, Fredericksburg, Major in the Medical 
Section of the Officers’ 


Reserve Corps. has been selected 
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by the War Department as one of the seven reserve offi- 
cers in the United States to report for duty at Mitchell 
Field, Long Island, to take a special course of instruction 
as advanced flight surgeon in the U. S. Air Service. 

Dr. Emily Gardner, Richmond, has accepted the position 
as Assistant Director of the Child Welfare Bureau of the 
State Board of Health, and wil assist in holding clinics 
in the various counties of the State. 

Dr. Roshier W. Miller, Richmond, has been re-elected 
Vice-Chairman of the City School Board. 

Dr. A. C. Byers, Harrisonburg, was elected President 
of the Hereford Breeders’ Association of Virginia at its 
recent annual meeting. 

Deaths 

Dr. William St. Clair Gordon, Richmond, aged 66, died 
April 23 from pernicious anemia. 

Dr. Hugh Benjamin Mahood, North Emporia, aged 53, 
died suddenly April 24. 

Dr. Edward Julian Moseley, Sr., Richmond, aged 86, 
died April 22 from senility. 


WEST VIRGINIA 

At the fifty-seventh annual meeting of the West Vir- 
ginia State Medical Association held in Wheeling in May 
Dr. George D. Jeffers, Parkersburg, was elected Presi- 
dent; Drs. William T. Morris, Wheeling, and Charles B. 
Wylie, Morgantown, Vice-Présidents; Dr. Delivan A. Mac- 
Gregor, Wheeling, Secretary; Dr. Hugh G. Nicholson, 
Charkston, Treasurer. The next meeting will be held in 
Bluefield. 

A new three-story building will soon be erected at the 
Oak Hill Hospital, Oak Hill. 

Dr. John Thames, with the Health Department in Little 
Rock, Ark., has taken up county health work in Kingwood, 
under the State Health Department cooperating with the 
U. S. Public Health Service. 

Dr. E. M. Tanner, formerly of Bramwell, 
og with the staff of the Bluefield Sanitarium, 
ield. 

Dr. F. G. Pettit has been appointed Superintendent 
of Hopemont State Tuberculosis Sanatorium, Hopemont, 
succeeding Dr. Elijah E. Clovis, who resigned. 
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INTRAVENOUS MEDICATION 


A SAFE PRACTICAL 
OFFICE TECHNIC 


tions are absolutely essential. 


100 West 21st Street, 


THE STANDARD 


LOESERS INTRAVENOUS SOLUTIONS 


CERTIFIED 
STANDARDIZATION 


For so serious a procedure as intravenous injection Standardized solu- 


Standardization can only be accomplished by scrupulous laboratory 
methods of preparation and rigid controls. 
toward safe and practical intravenous injection. 


Loeser’s Intravenous Solutions 
ARE THE 


Standardized, Certified Solutions 


Clinical Reports, Reprints, Price List,and The “Journal of Intravenous Therapy 
will be sent to any physician on request. 


NEW YORK INTRAVENOUS LABORATORY 


Producing ethical intravenous solutions for the medical profession exclusively. 


This is the first step 


New York, N. Y. 
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You Ppreciate the importance Of pure and 
fresh that are Prepared and Packed 
Under Certain 80Vernment Tegulations, 
How about foods? Aren’t they just as important? 
Take baking Powder. for instance—j, is Usefy] only 
When it Produces its Maximum of leavening Strength : 
in the baking Leavening efficiency Means light, | 
Wholesome ch that are easily 
digested, Which in turn aig towards Perfect health, 
Lack of leavening Strength Means flat and Soggy 
bakings Which are Surely indigestible. 
The Pure foog laws of our Country have Standarg. 
ized baking ye Wder— they require that jt Contain 
12% leavening 8as at the time Of sale to the Con- 
Sumer. Why is it that these laws have Not been 
4Pplieg to baking Powder When Mixed With flour 
4nd sold in Cotton Sacks? : 
Thousand, of barre}, Of sel¢ Tising flour are anny. 
ally Sold jn Our Southern States Without regulation 
by Pure food Measures With the €XCeption of Texas, 
Any 8tade of flour and any Quality Strength of 
baking Powder Can be USed in S0-Calleg Self Tising 
flour Mixtures 4nd solq to the nthinking Public 
Without Officia] CTiticigm or Tegulation. 
Numerous baking and experiments have 
been Conducteg by State Chemists and Other invest;. 
8ators, They found a SUrDrising amount Of this 
Mixed flour to be so deteriorated as to be Productiys 
Only of heavy, Soggy bakings 
Do you Want your Patients to €at foods Made from 
Self Tising flours that do Contain the necessary 
leavening that are harg to digest 
and a detriment to health > Do you Want the law to 
Protect the Consumer in this instance as it Protects 
the User of drugs? It is for you and Others interesteg 
in Public health to decide, 
Remember Calumet Baking Powder Meets every 
eduitement Of the law— that it Tetaing its 8Teat 
leavening Strength to the last SPoonfy], Packeg in : 
tin— keeps the Strength in, 
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Are You Interested in Building Up 
An Office Practice? — 


In every county seat and in every city 
we can help one physician to build up 
$10,000 office practice. 

We have special proposition to make 
to ten physicians in South by which 
we equip your offices completely with 
physiotherapy apparatus and drill 
you thoroughly in latest methods of 
treatment. 

Not necessary to go away for post- 
graduate course. We give you course 
in your own office with your patients 
as clinical material. 


No lectures, no theory. Practical ex- 
perience from start. Write or wire 
us. 


lade and Abdominal Supporter 


(Patented) 


For Men, Women and Children 


For Ptosis, Hernia, Pregnancy, Obesity, 
Relaxed Sacro-Iliac Articulations, High and 
Low Operations, etc. 


Ask for 86 page Illustrated Folder. 
Mail orders filled at Philadelphia only— 
within 24 hours. 
KATHERINE L. STORM, M.D., 
Originator, Patentee, Owner and Maker 
1701 Diamond St. Philadelphia 


Thompson-Plaster X-Ray 
Company 


Leesburg, Va. 


SOLUTABS ACRIFLAVINE P-M CO. 
HAND MOULDED QUICKLY SOLUBLE 


ACRIFLAVINE has been shown to be a more powerful antiseptic, in serum, 
than bichloride or phenol. 


SOLUTABS ACRIFLAVINE P-M CO are superior to other forms of the 
chemical for medicinal use, in that 

They are more quickly soluble. 

They permit use of freshly made solutions. 

They yield solutions of accurate strength. 

They avoid staining hands or clothing in making siliniaee 


Each Solutab contains Acriflavine 1-37/100 grs., making 3 ozs., of solution 1:1000 
(proper injection strength) or 1 pint of solution suitable for lavage. 


Acrifiavine in dilution of one part to 300,000 of protein-containing media, 
has been shown to inhibit the development of Gonococci: in proper strengths 
it is practically non-irritant and does not decrease phagocytic action. Its 
results in Specific Urethritis are superior to the generally used antiseptics. 
It is indicated in a wide range of conditions caused by pathogenic organisms. 


Solutabs Acriflavine 1-37/100 grs., P-M Co are hand-moulded, disintegrate quickly and 
dissolve readily. Supplied in packages of 5 tubes of 10 tablets each. Write for 


literature. 
PITMAN-MOORE COMPANY 


Chemists 
INDIANAPOLIS, U. S. A. 
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PREVENTING 
NUTRITIONAL DISTURBANCES 
IN INFANTS 


By far the largest majority of children that are brought to hospitals suf- 
fering from severe nutritional disturbances are victims of serious errors 
made by parents who failed to consult their physicians, and who attempted 
to feed their babies without a doctor’s advice. 


If all babies were under a competent physician’s care, infant mortality 
would be surprisingly reduced. 


MEAD JOHNSON AND COMPANY realize that the physician is the only 
one capable of feeding babies successfully. MEAD’S INFANT DIET 
MATERIALS, therefore, have no directions on the package, the mother 
gets her feeding instructions only from her doctor and follows his advice 


throughout the feeding period. 


MEAD’S DEXTRI-MALTOSE, Fresh Cow’s Milk and Water will give 
gratifying results in feeding a large majority of bottle babies. 


MEAD’S CASEC and MEAD’S POWDERED PROTEIN MILK are splen- 
did for fermentative diarrhoeas. 


Samples and literature sent at the physician’s request. 


ES 


MEAD JOHNSON POLICY 


Mead’s Infant Diet Materials are advertised only to physicians. No feeding di- 
rections accompany trade packages. Information in regard to feeding is sup-. 
plied to the mother by written instructions from her doctor, who changes the 
feedings from time to time to meet the nutritional requirements of the growing 
infant. Literature furnished only to physicians. 


MEAD JOHNSON & COMPANY, 4” EVANSVILLE, INDIANA, U.S. A. 


MAKERS OF INFANT DIET MATERIALS EXCLUSIVELY 


As 


for 
Hay Fever 
Prophylaxis 


OW is the time to begin the preventive treatment of 
the late summer or early fall cases. Ragweed Pollen 
Extract (P. D. & Co.) is available for diagnosis and prophy- 
laxis; also for therapeutic treatment in cases not seen in 


time for prophylaxis. 


The complete package contains three 5-cc vials of Pollen 
Extract (Nos. 1, 2 and 3), No. 2 being ten times as concen- 
trated as No. 1, and No. 3 ten times as concentrated as No. 2. 
The physician is thus enabled to begin with a small dose and 
increase gradually, most of the diluting necessary having been 
done beforehand by the manufacturers. A vial of diluent is 
supplied for giving bulk to very small doses, such as 0.1 cc 
and for use in applying differential resistance tests. 


Vial No. 3 can be used in diagnosis; or a special diag- 
nostic package can be ordered containing five capillary 
tubes of extract—enough for five tests. 


Your dealer will order for you. Shall we send you our 
booklet on Pollen Extracts? 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 


Pollen Extracts, P. D. & Co., are included in N. N. R. by the Council on Pharmacy 
, and Chemistry of the A. M. A. 
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